MEDICAL SOCIETY OF DELAWARE 


DELAWARE HOSPITAL NUMBER 


DELAWARE STATE 
MEDICAL JOURNAL 


Official Organ of the Medical Society of Delaware 


INCORPORATED 1789 


VOLUME 23 Per Year, $4.00 
NUMBER 7 JULY, 1951 Per Copy 50c 


CONTENTS 


HEMOLYTIC ANEMIA IN INFECTIOUS MONO- CoMMON VIRUS DISEASES OF THE SKIN, 
NucLEOosIs, Park W. Huntington, Jr., Lawrence Katzenstein, M. D., Wil- 
M. D., Wilmington Del. mington, Del. . 175 
THE APPLICATION OF BLEEDING AND CoaGu- CLINICOPATHOLOGIC CasE Recorp, Donald 
LATION STUDIES IN THE HOsPITAL, E. Kayhoe, M. Anne Dunbar 
Anne Dunbar Richman, M. D., and Richman, M. D., and Park MW . Hunt- 
William J. Hoopes, M. D., Wilming- ington, Jr. M. D., Wilmington, 
ton, Del. Del. 
GLAUCOMA—ITS PRESENT CONCEPT, Alvin 
A SURVEY OF TRANSFUSION REACTIONS 1949- W. Howland, M. D., Philadelphia 
1950, Chow Ching Te, M. D., and 
ME ANE I ‘NT OF 
John W. Howard, M. D., Wilming- 7 DYSMENORRHEA, George J. Boines, M. 
ton, Del. 170 D., Wilmington, Del., and Steven 
ConTACT DERMATITIS, Allen D. King, M. Horeschak, B.S., Ridley Park, Pa. 183 
D., Wilmington, Del. 17: EDITORIALS 187 


Entered as second-class matter June 28, 1929, at the Post Office at Wilmington, Delaware, under the Act of 
March 3, 1879. Editorial Office, 822 North American Building, Wilmington 7, Delaware. Business Office, 
Farnhurst, Delaware. Issued monthly. Copyright, 1951, by the Medical Society of Delaware. 


REMEMBER THIS TERM? 


There is little question but that you would 
if you had practiced in 1876, when frontier towns were lawless 
and prescription ingredients were more often variable than uniform 
—and Eli Lilly and Company had just begun. 
Then, the prescription request f.l.a. (fiat lege artis), 
or let it be done according to the rule, was appropriate. 
Long before legislation made it mandatory 
for pharmaceuticals to meet certain minimum specifications, 
Eli Lilly and Company had introduced its own high standards of manufacture. 
So today there is no need to write f.l.a. 
when you want to be sure. Specify Lilly. 


4 lly ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A, 
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BETWEEN 


POLLEN AND PATIENT 


When there’s pollen in the 

air, and hay fever on a host of faces, 
your patients look to you to 
protect them. Fortunately, in 
BENADRYL you have a dependable 
barrier against the distressing 


symptoms of respiratory allergy. 


For your convenience and ease 


PIONEER 


ANTIHISTAMINIC 


of administration BENADRYL 
hydrochloride (diphenhydramine 
hydrochloride, Parke-Davis ) is 
available in a wide variety of forms 
including Kapseals*, Capsules, 
Elixir and Steri-Vials®. 
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measured in minutes 


Rapid anticoagulant effects are 
available with Heparin Sodium 
preparations, developed by Upjohn 
research workers. In a matter of 
minutes, coagulation time can be 
lengthened to offset danger from 
thrombosis and embolism. With 
Depo*-Heparin Sodium, prolonged 
effects lasting 20 to 24 hours may be 


obtained with a single injection. 


Therapy with these Upjohn anti- 
coagulants is distinguished by 
promptness of action, simplicity of 
supervision, and ready controlla- 
bility. 


* Trademark, Reg. U.S. Pat. Of. 


| Upjohn Medicine...Produced with care... Designed for health 


THE UPJOHN COMPANY, KALAMAZOO 989. MICHIGAN 
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THAN ANY OTHER CIGARETTE 
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8 to 24 from 


a single dose 


ee in the file of clinical reports on antihista- 
minics and it will be apparent that one is out- 
standing for prolonged action. It is D1-PARALENE 
Hydrochloride (Chlorcyclizine Hydrochloride, 
Abbott), a “different’’ antihistaminic with a pi- 
perazine side chain rather than one of the con- 
ventional types. 

Numerous clinical reports attest to the longer 
lasting allergy relief with Di-ParaLene. In many 
cases relief up to 24 hours can be obtained from a 
single dose. Initially, Di-PARALENE should be ad- 
ministered in 50-mg. doses three times a day for 
the average adult, but in the majority of cases 
this dosage can later be reduced to one or two 
doses a day. One 50-mg. tablet at bedtime often 
provides symptomatic relief through the night. 
Frequently, no additional dosage is required until 
the next bedtime. Undesirable side-effects are 
comparatively few and mild. 

This season try longer-acting D1-PARALENE in 
your allergy cases. Available at prescription 


pharmacies in 50-mg. and 25-mg. 
tablets in bottles of 100 and 500. Obtbott. 


Abbott's new long-acting 
antihistaminic 


REFERENCES: Spielman, A. D. (1950), 


N. Y. St. J. Med., 30:2297, Oct. 1. Brown, | 

E. A., et al. (1950), Ann. Allergy, 8:32, Jan.- ae DI-P A RALENE SOCNMMKC6 
Feb. Jenkins, C. M. (1950), J. Nat. Med. a eae 

Assn., 42:293, Sept. Cullick, Louise, and (CHLORCYCLIZINE HYDROCHLORIDE, ABBOTT). 
Ogden, H. D. (1950), South. Med. J., 43:632, 

July. Erlich, N. J., and Kaplan, M. A. 

(1950), Ann. Allergy, 8:682, Sept.-Oct. 
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Pure Crystalline 
Vitamin By 


The only form 

of this important 
Vitamin 

Official in the U.S. P. 


PREFERRED BECAUSE 
potency, purity, and lack of toxicity of 
crystalline vitamin Bj2 are clearly estab- 
lished. 


Potency: Potency of this U.S.P. product is accu- 
rately determined by precise weight. 


Purity: Pure anti-anemia factor. 


Efficacy: Produces, in microgram dosage, maxi- 
mum hematoiogic and neurologic effects. 


Tolerance: Extremely well tolerated; “‘no evidence 
of sensitivity”: has been reported. 


Toxicity Studies: 
In recent pharmacologic investigations, 
extremely fon doses of crystalline vita- 
min Bye (1,600 mg./Kg.) caused no toxic 
reactions in any of the animals treated. 


Merck—first to isolate and produce vita- 
min Bj2—supplies Crystalline Vitamin 
Bi2 in saline solution under the trade- 
mark Cobione.* Your pharmacist stocks 
Cobione in 1 cc. ampuls containing 15 
micrograms of crystalline vitamin Bh. 


* Cobione 1s the registered 
trade-mark of Merck & Co., Inc. 
for its brand of Crystalline 
Vi itamin Bis 


Crystalline Vitamin Byz U.S.P. Merck 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW 
In Canada; MERCK & CO. Limited - Montreal 
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counter cortical depletion 


Protection against failing cortical activity 
of the adrenal gland in situations of acute 
stress is provided with biologically stand- 
ardized Adrenal Cortex Extract. This 
preparation supplies all corticoids known 
to be essential to life and instrumental in 
recovery from surgery, severe accidents, 
extreme toxicity, severe infections, exten- 
sive burns. Persistent excessive demand in 
stress situations produces diminishing ad- 
renal cortex response which may be offset 
with Adrenal Cortex Extract, Sterile Solu- 
tion, for administration by the subcutane- 
ous, intramuscular, or intravenous routes. 
Literature on Upjohn adrenocortical 
preparations available on request. 


Supplied in 10 cc. and 50 cc. vials. N 


Each cc. of Upjohn Adrenal Cortex Extract 
contains the biological activity equivalent to 
0.1 mg. of 17-hydroxycorticosterone, as stand- 
ardized by the Rat Liver-Glycogen Deposi- 
tion test. Alcohol 10%. 
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conforming 


to the pattern 


| 


of human milk... 


BREMIL — newest product of Borden research —a significant 
advance in infant nutrition. 
BREMIL is a completely modified milk in which nutritionally 
essential elements of cow’s milk have been adjusted 
in order to supply the nutritional requirements of infants 
deprived of human milk. 
In BREMIL the. calcium-phospho 
guaranteed minimum 1 of 1% parts calcium to 1 
Gardner, Butler, et al., state: “R ative to 
uman milk, cow’s milk has a low Ca:P ratio..." 4 
Nesbit states: “Tetany of the newborn is now recognized 
as a definite entity ...and often accompanied by an 
increased phosphorus and lowered blood calcium.” 
BREMIL is fortified with ascorbic acid as inadequate vitamin C 
often leads not only to scurvy but also to megaloblastic 
anemia.? 
BREMIL has the fatty acid pattern of human milk. : 
BREMIL has the amino acid pattern of human milk. i 


BREMIL is easily digested as it forms a soft flocculent curd 
of small particle size comparable to human milk. 


BREMIL supplies the same carbohydrate as human milk. ; 


In BREMIL vitamins A and D, thiamine, riboflavin, niacin, and 
ascorbic acid have been standardized at or above the ; 


4 
i 


recommended daily allowances.‘ 
BREMIL is available in drugstores in 1 Ib. cans. i 
Complete information and a trial supply may be obtained ‘ 
upon request. 


1. Gardner, L. L.; MacLachlan, E. A.; Pick, W.; Terry, M. L., and 
Butler, A. M.: Pediatrics 5:228, 1950. 

2. Nesbit, H. T.: Texas State J. M. 38:551, 1943. 

3. May, C. D., et al.: Bull. Univ. Minnesota Hospitals 21:208, 1950. 

4. Recommended Daily Dietary Allowances, Rev. 1948, Food & 4 
Nutrition Doard, National Research Council. ‘ 


Prescription Products Division 
The BORDEN Company 350 Madison Avenue, New York 17, N.Y. 
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Beauty with brains 


Your patients probably won't see beyond the sleek, blond 
mahogany and smooth styling of this modern beauty. 
But you'll appreciate the qualities hidden from view in 
the compact cabinet. 

Consider its remarkable accuracy. In continuous re- 
cordings — one foot or fifty, there’s never the slightest 
functional variation. 

More than this, the Cardioscribe provides wide diag- 
nostic range by facilitating the application of the follow- 
ing combinations of patient leads: 

1, 2, 3 — Standard Extremity Leads 

aVR, aVF, aVL — Augmented Unipolar Extremity 
Leads (Goldberger) 

VR, VF, VL — Unipolar Extremity Leads (Wilson) 

V (1 to 6 incl.) — Unipolar Chest Leads 

Seven push-button controls make it possible to auto- 
matically select any of the above leads. More, there's no 
necessity for any change in the patient's electrodes other 
than that of properly positioning the exploratory elec- 
trode when unipolar extremity leads or unipolar chest 
leads are employed 

See your GE x-ray representative for a demonstration, 
or write 


GENERAL @@ ELECTRIC 


Direct Factory Branches: 
PHILADELPHIA — 1624 Hunting Park Avenue BALTIMORE ~— 2 West Eager Street 
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predictable 
control 
of 


hay fever 


Chlor-Trimeton Maleate, 
milligram for milligram the 
most potent antihistamine 
available, allows the physician 
to predict a definitive and 
favorable result in symptomatic 
control of hay fever. Often 
successful when others fail, and 
producing few and minimal side 
effects, Chlor-7rimetan Maleate 
is a drug of choice 


for antihistamine therapy. 


maleate tablet 


(brand of chlorprophenpyridamine malea 


Chlor-T7rimeton Maleate is available 


in 4 mg. tablets. 


*T.M. 


wil “/(J CORPORATION BLOOMFIELD, N. J. 
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IN THE SELECTION OF AN ANTIBIOTIC 


distribution in body tissues and fluids 


may be a vital factor 


Terramycin is rapidly absorbed from 
the gastrointestinal tract and widely distributed 
in body fluids and tissues. It appears 
to be concentrated in the hepatic system 
and excreted in the bile. 
Terramycin rapidly traverses the 
placental membrane, and diffuses into the 
i pleural fluid. Large amounts are excreted 
3 unchanged in active form in urine 
: and feces, and oral intake markedly 
alters the intestinal flora.’ 


CRYSTALLI e/ \ 


a broad antimicrobial spectrum 


widens the range of clinical efficacy 


Favorable response, described in many instances 


as “excellent,” “good,” and “prompt” is 
recorded for bacteremias caused by pneumococci, 
staphylococci, and streptococci associated 

with pneumonia, meningitis, 

endocarditis, urinary infection, septic 

arthritis and 

Acute brucellosis, and Bacteroides and F. coli 
bacteremias have responded favorably,?°"' as 


have the commonly encountered rickettsioses."? 


Antibiotic Division 
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FOR USE IN SYSTEMIC INFECTIONS 


therapeutic serum levels 


rapidly achieved 


and easily maintained 


the growing literature 


continues to stress: 


1. The broad-spectrum activity of Terramycin 
against organisms of the bacterial and rickettsial 
as well as certain protozoan groups. 


2. The promptness of response to Terramycin in 
acute and chronic infections involving a wide 
range of systems, organs and tissues, 


Crystalline Terramycin Hydro- 


chloride is available as: Capsules, 


Elixir, Intravenous, Ophthalmic 


Ointment, Ophthalmic Solution. 


CHAS. PFIZER @ CO., INC., Brooklyn 6, N.Y. 


HYOROCHLORIDE 


7 


are a critical requirement 


Terramycin has relatively high stability 

in serum. Therapeutic levels are rapidly achieved 
and easily maintained by oral administration. 
Detectable amounts have appeared in the serum 
within one-half hour, and have been observed 

as long as twenty-four hours following a 

single 2 Gm. dose.’ When divided doses (0.5 Gm. 
q. 6h.) are given, effective serum concentrations 
are obtained, as shown in the accompanying chart. 


Schoenbach, FE. B.; Bryer, M. S., and Long, P. H.: 
Ann. New York Acad. Sc. 53:245 (Sept. 15) 1950. 
Herrell, W. E.; Heilman, F. R., and Wellman, W. E.: 
Ann. New York Acad. Se. 53:448 (Sept. 15) 1950. 
Welch, H.: Ann. New York Acad. Sc. 53:253 (Sept. 15) 1950, 
Hubbard, W. N., Jr., and Tillet, W. S.: 
Ann. New York Acad. Sc. 53:429 (Sept. 15) 1950. 
Timpanelli, A.; Huebner, R. D., and McDermott, W.: 
Ann. New York Acad. Sc. 53:440 (Sept. 15) 1950. 
King, E. Q.; Lewis, C. N.; Welch, H.; Clark, E. A., Jr.; 
B.; Lyons, J. Scott, R. B., and Cornely, 

: J.A.M. A. 143:1 (May 6) 1950. 
Pinlosd, M.; Gocke, T. M.; Jackson, G. G.; Womack, C. R., 
and Kass, E. H.: Ann. New York Acad. Se. 53 :290 
(Sept. 15) 1950. 
Bauer, R. E.; Parker, R. T.; Hall, H. E.; Benson, J. F.; 
Joslin, B. S.; Hightower, J. A.; Snyder, M. J.; Venable, 
S. J., and Woodward, T. E.: Ann. New York Acad. Sc. 
53 :395 (Sept. 15) 1950. 
Blake, F. G.; Friou, GC. J., and Wagner, R. R.: 
Yale J. Biol. ‘and Med. 22 "495 (July) 1950. 
Knight, V.: New York State J. Med. 50:2173 (Sept. a! 1950. 
Herrell, W. E.; Heilman, F. R.; Wellman, W. E., 
Bartholomew, L. A.: Proc. Staff Meet. Mayo Clin. Fry 183 
(Apr. 12) 1950. 
Keefer, C. S.: Ann. New York Acad. Sc. 53:223 (Sept. 
15) 1950. 
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The Cardiac 


Photomicrograph (dark field) from a 
routine production batch of PURODIGIN 


Patient is a Variable Factor... 


You Expect Patients to Differ in their responses to a given 
dose of digitoxin, or individuals to show variations in 
response at times. 


Adjustments of Dosage to the patient’s requirements can 
be made with reasonable precision when you use 
PURODIGIN, because 


e PURODIGIN is uniform in potency 
e PURODIGIN is completely absorbed, fully utilized 


For Flexibility and Precision of Dosage, PURODIGIN is 
available in graduated potencies: Tablets of 0.05, 0.1, 0.15 
and 0.2 mg. 


CRYSTALLINE DIGITOXIN, WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 
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Effective against many bacterial and rickettsial infections, 
as well as certain protozoal and large viral diseases. 


AUREOMYCIN 


Hydrochloride Crystalline 


The Obs tetriclan is daily finding | 
aureomycin an increasingly valuable agent for the prevention and treat- 
ment of infection. It may be given to advantage prophylactically in long 
and difficult labors and in all operative deliveries or infected abortions. 


Aureomycin not only attacks the maternal disease but also, by its 


passage in therapeutic concentrations into the placental circulation, treats 


possible infection in the child before and during birth. Aureomycin has 


proved its usefulness in endometritis, parametritis, urinary infection, in- 


fected thrombophlebitis and other infections, caused by a wide variety 


of organisms. Aureomycin is a drug indispensable to obstetric practice. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Cyanamid COMPANY 


30 Rockefeller Plaza, New York 20, N. Y. 
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MEAT in the Dietary Treatment 


of Ulcerative Colitis... 


Of utmost importance in treating ulcerative colitis is the support of the nutri- 
tional state of the patient with a diet providing generous amounts of protein, 
vitamins, minerals and calories but giving a minimum of intestinal residue.':? 
Studies have shown that the most urgent nutritional need is for protein.* Other 
investigations have disclosed that patients with colitis display abnormally low 
serum levels for almost every vitamin.‘ Since most of these patients have 
anorexia, tempting food is essential for stimulating the appetite. 


In particular, meat offers distinct advantages in maintaining the nutritional 
status and vigor of the colitis patient. Meat furnishes an abundance of protein, 
B complex vitamins and iron. Its protein contains all the indispensable amino 
acids in biologic proportions for growth and repair of tissues. Its B vitamins 
include thiamine, riboflavin, pyridoxine, niacin, and the recently discovered 
B,.. Being almost completely digestible, meat yields negligible intestinal resi- 
dues which are non-irritating and non-stimulating to the intestinal musculature. 


Another feature of meat in the diet of the patient with ulcerative colitis is its 


appetite-stimulating value for overcoming anorexia and promoting the diges- 


tive processes. In a widely used low-residue colitis diet,? providing from 60 to 
80 Gm. of protein, 120 Gm. of meat and 10 Gm. of crisp bacon are included. 


1. Mann, G. V., and Stare, F. J.: Nutritional Needs in Illness and Disease, J.A.M.A. 142:409 
(Feb. 11) 1950. 


2. Barborka, C. J.: Treatment by Diet, ed. 5, Philadelphia, J. B. Lippincott Company, 1948, 
pp. 538-547. 


3. Welsh, C. B.; Adams, M., and Wakefield, E. G.: Metabolic Studies on Chronic Ulcerative 
Colitis, J. Clin. Investigation 16:161, 1937. 


4. Bercovitz, Z., and Page, R. C.: Metabolic and Vitamin Studies in Chronic Ulcerative Colitis, 
Ann. Int. Med. 20:239 and 254, 1944. Mackie, T T., Eddy, W.H., and Mills, M. A.: Vitamin 
Deficiencies in Gastro-Intestinal Disease, Ann. Int. Med 14:28, 1940. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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“Premarin”—a naturally oc- 
curring conjugated estrogen 
which has long been a choice of 
physicians treating the climac- 
teric—is earning furtherclinical 
acclaim in the treatment of 
functional uterine bleeding. 


The aim of estrogenic therapy 
in functional uterine bleeding 
is to bring about cessation of 
bleeding, and to produce sub- 
sequent regulation of the cycle. 
Once hemostasis is achieved, 
the maximum daily dosage of 
“Premarin” must be continued 
to prevent recurrence of bleed- 
ing. This schedule forms part 
of cyclic estrogen-progesterone 
treatment for attempted salvage 
of ovarian function. 


“Premarin” contains estrone 
sulfate plus the sulfates of equi- 
lin, equilenin, B-estradiol, and 
B-dihydroequilenin. Other a- 
and f-estrogenic “diols” are 
also present in varying amounts 
as water-soluble conjugates. 


An “estrogen of choice 

for hemostasis 

is ‘Premarin’ 

in tablets of 1.25 mg. ... 
The usual dose for hemostasis 
is 2 tablets three times a day. 
If bleeding has not decreased 
definitely by the third day of 
treatment the dosage level 
may be increased by 

per cent.”* 


*Fry, C. O.: J. Am. M. Women’s A. 4:51 (Feb.) 1949 


Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 


Four potencies of “Premarin” permit flexibility of 
dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 

0.3 mg. tablets; also in liquid form, 0.625 mg. in each 
4 cc. (1 teaspoonful). 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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: Neo-Synephrine acts quickly to relieve the distress of hay fever, shrinks the engorged 
: | mucous membranes, checks hypersecretion, permits free breathing and promotes comfort. 
: | excellent tolerance | 


It is notable for § relative freedom from compensatory congestion 
: | lack of appreciable interference with ciliary action. 


Its effectiveness is undiminished by repeated use— insuring topical relief throughout 


the hay fever season. 


NASAL USE OPHTHALMIC USE 
%qQ% solution (plain and aromatic), | oz. bottles; Ye % low surface tension, aqueous solution, isotonic 
1% solution, 1 oz. bottles; 2% water soluble jeily, with tears, /2 oz. bottles. 
Ye oz. tubes. 


ew York 13, Winodsor, ONT. 


NEO-SYNEPHRINE, TRADEMARK REG. U.S. & CANADA. 
BRAND OF PHENYLEPHRINE 
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Not all good things need be costly 


TABLETS 
THYL- 


Inexpensive oral doses of Diethylstilbestrol, Gy , are apparently 


capable of producing all the desirable physiological effects of 
even the most costly parenteral estrogens. 

Greater convenience and comfort, as well as economy, usually 
cause physicians and patients alike to prefer orally administered 
Diethylstilbestrol, Lilly. For certain cases, however, in which 
parenteral or vaginal routes are advisable, appropriate forms of 
Diethylstilbestrol, Lilly, are also available at lower cost than 
estrogens from animal sources. 


DIETHYLSTILBESTROL, LILLY 


Detailed information and literature on Diethylstilbestrol, Lilly, are 
personally supplied by your Lilly medical service representative or may 
be obtained by writing to Eli Lilly and Company, Indianapolis 6, 
Indiana, U.S.A. 
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LILLY SINCE 1876 


In the gay nineties 


—midst Gibson girls and a flourishing patent-medicine trafiic—the Lilly method of personally 
presenting prescription product information to physicians was exceptional, if not daring. Many 
thought it foolish to forego the ready profits which came from selling cure-alls to an unsuspecting 
public—a practice which Lilly shunned and believed to be foredoomed. Slowly, the results of this 
pioneering, of widespread education, and of enlightened laws have caused ethical distribution 

of drugs to be far more general. To progress, whether it is pioneering or free enterprise, is the 
cherished privilege of free Americans. 


A 15” x 12” reproduction of this illustration by Harold Anderson is available upon request. 
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HEMOLYTIC ANEMIA IN 
INFECTIOUS MONONUCLEOSIS* 
A Case Report 
ParK W. HwuNTINGTON, JR., M. D.** 
Wilmington, Del. 

Anemia occurring in infectious mononucleo- 
sis is a rare complication and a confusing one, 
since the occurrence of an anemia with a 
lvmphoeytosis is one of the criteria for estab- 
lishing the diagnosis of a lymphatic leukemia. 
The recent literature records three cases of 
hemolytic anemia occurring in_ infectious 
mononucleosis in the past two years. 

Appleman and Morrison! reported a 22 year 
old white male with fever, icterus, cervical 
adenopathy, and splenomegaly. The red count 


*Presented at Staff meeting, Delaware Hospital, May 
, 1951. 
**Resident in Pathology, Delaware Hospital. 


and hemoglobin were severely depressed. 
Atypical lymphocytes and spherocytes were 
noted in the differential count. Heterophile 
agglutination tests were positive. The red 
cell fragility was slightly increased, and the 
cephalin flocculation was positive. Tests for 
cold agglutinins were negative. There was 
no familial history of anemia. The patient 
responded to repeated transfusions and _ re- 
covered. 

Wilson, Ward, and Gray’ reported a case 
of a young Negro male with lymphadenopathy, 
splenomegaly, and moderately increased fra- 
gility of red cells. The diagnosis of infectious 
mononucleosis was confirmed by the presence 
of many atypical lymphocytes in the peri- 
pheral blood and a strongly positive hetero- 
phile agglutination test. A splenectomy was 


TABLE 1 


AGGLUTINATING AND HEMOLYZING ANTIBODIES IN DH CASE 145969* 
(IN ALBUMIN) 


Auto Auto Iso Iso Coombs Heterophile 
4/12/51 Agglutinins Hemolysins Agglutinins Hemolysins Test Test 
37° 0 1-16 0 1-16 STRONGLY 
22° 0 1-16 0 1-16 POSITIVE 1:896 
+ 1-16 1-16 1-16 1-16 
4/16/51 ACTH STARTED 
a 0 0 0 0 
22° 1-8 0 1-2 0 POSITIVE 1:896 
3° 1-16 0 1-16 0 
4/18/51 
0 0 0 
22° ) 0 0 0 POSITIVE 1:448 
1-2 0 1-2 0 
4/25/51 ACTH STOPPED 
° 0 MODERATELY 
22 0 0 0 0 POSITIVE 1:224 
1-4 0 1-4 0 
5/2/51 
37° 0 0 0 0 Fa 
22° 0 0 0 0 SAME 1:122 
3° 1-1 0 0 0 
*Only highest positive dilution reported. 
165 
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performed to control hemolysis, and the pa- 
tient improved rapidly. 

Small and Hadley® report a case of a young 
white female who had atypical lymphocytes 
and heterophile antibodies present. A severe 
anemia developed, complicating the infectious 
mononucleosis. Spherocytes and increased red 
cell fragility were absent. Reticulocytes were 
greatly increased. The patient improved rap- 
idly without any apparent treatment directed 
toward the anemia. 

Coombs test and antibody titres were not 
recorded in any of these cases. 

We have recently had the opportunity to 
closely follow a case of infectious mononucleo- 
sis with a complicating hemolytic anemia. 
The clinical history is as follows: 

Case 

The patient, an eight vear old white male, 
was admitted to the Delaware Hospital on 
4/2/51 with puffiness about the eyes, vomit- 
ing, fatigue and malaise. The patient was 
well until three weeks prior to admission 
when he developed an upper respiratory in- 
fection which lasted for three days and sub- 
sided spontaneously. Two days before ad- 
mission periorbital edema was noted and 
malaise with vomiting began. Physical exam- 
ination, on admission, revealed palpable cervi- 
cal lymph nodes, slight edema of the upper 
eyelids, a questionably palpable liver and 
spleen, temperature of 98.8°F., red blood 
count 4.1 million, and hemoglobin of 11.1 gm. 
(71%). The white blood count and differ- 
ential were normal. Urinalysis showed +4 
albuminuria with red cells and casts present. 
Blood urea nitrogen was 53 mg.¢c~. There was 
a reversal of the plasma A-G ratio. Red cell 
fragility was normal, and the icterus index 
slightly increased. On 4/9/51 BUN had re- 
turned to normal. 

On 4/5/51 the white count rose to 16,400 
with 54° lymphocytes, and occasional atypi- 
cal lymphocytes. On 4/8/51 WBC was 6,800 
with 50% Imyphocytes, 18% atypical forms. 
On 4/5/51 the red blood count dropped sud- 
denly to 3.2 million, hemoglobin to 9.6 gm. 
Urinalysis continued to show albuminuria with 
red cells and casts. The heterophile antibody 
test was positive at a titre of 1:1792 (1:896 
with G.P. Kidney adsorption) and the Coombs 
test was strongly positive. 
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Because of the anemia which was considered 
to be an acquired hemolytic type, ACTH was 
begun with a dosage of 20 mg. every 6 hours 
on 4/12/51. Two weeks following admission 
(4/16/51) the patient appeared clinically 
well, with only a few nodes remaining palp- 
able. On 4/18/51 the ACTH dosage was re- 
duced to 20 mg. every 12 hours. The patient 
was discharged on 4/22/51 following a total 
of 600 mg. of ACTH. His red cell count at 
this time was 3.1 million, hemoglobin 57‘. 
The urine was free of albumin and easts, and 
only a few red cells persisted. The hetero- 
phile agglutinins were 1:224, and the Coombs 
test was moderately positive. 

The renal involvement in this case is best 
explained as an infiltration of mononucleosis 
cells into the kidney parenchyma. Custer? 
states: ‘*The renal lesion of infectious mono- 
nucleosis is essentially an intestitial nephritis, 
and albuminuria is common.”’ 

To properly define the type of hemolytic 
anemia present, a differentiation between the 
congenital and acquired types must be made. 
In the acquired type there is an ‘‘extrinsic 
mechanism acting upon normal blood cells, 
injuring them and leading to an increased 
rate of destruction.’’** The most important 
laboratory test for this differentiation is the 
(Coombs test. A positive Coombs test demon- 
strates qualitatively the presence of antibodies 
reacting against the patient’s own red cells 
and the aequired nature of the hemolysis. 
The nature of the hemolytic abnormality can 
be further demonstrated by serially diluting 
the patient’s serum and testing for both ag- 
glutinating (clumping) and hemolyzing (dis- 
solving) antibodies at 37°C, body tempera- 
ture; 22°C, room temperature; and 3°C, ice 
box temperature. Autoantibodies, which re- 
act against the patient’s own cells, and _ iso- 
antibodies, which react against the red cells 
of another person are also differentiated. Al- 
bumin as a dilutent in serial titration further 
enhances the reactability... The heterophile 
antibody test is run on serum which has been 
adsorbed with guinea pig kidney (David- 
sohn’s test); this further proves the diagno- 
sis of infectious mononucleosis and rules out 
serum sickness. 

Before treatment was begun, the patient 
had auto and iso agglutinins present at all 
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dilutions at ice box temperature, hemolysins 
were present at all temperatures in the al- 
bumin medium. Four days later, after ACTH 
was started, the cold agglutinins were still 
present and some agglutinins were present at 
22°C, while most of the hemolysins had dis- 
appeared. Six days later all the hemolysins 
were gone and the agglutinins were only bare- 
ly demonstrable. The heterophile test fell 
from a titre of 1:1,792 to 1:224 in sixteen 
days. (Table 1) 

Treatment with ACTH was begun because 
of the known effectiveness in acquired hemo- 
lytic anemia.* Its mode of action is specula- 
tion: either it depresses lymphoid tissue, the 
site of antibody formation, or it actually de- 
stroys the damaging antibodies after they are 
produced. Its use in this case further demon- 
strates its effectiveness. 
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THE APPLICATION OF BLEEDING AND 
COAGULATION STUDIES IN 
THE HOSPITAL* 
ANNE DunBar RicuMan, M. D.** 
and 
J. Hoorrs, M. D. 
Wilmington, Del. 

Recently, there has been an increasing trend 
to discard the routine use of bleeding and 
capillary coagulation times on T & A patients 
and babies for cireumcision because of their 
known inadequacies in predicting hemorrhage. 
More often these tests give a false sense of 
security. Wintrobe!* stated years ago: ‘‘The 
determination of coagulation time, no matter 
how accurately it is measured, is of limited 
value for it fails to distinguish between the 


*Presented at Staff Meeting, Delaware Hospital, May 


1. 
**Residents - Pathology and Surgery, respectively, 
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various factors which may alter the coagula- 
tion of blood.’’ 

The normal e¢apillary coagulation time 
varies from 2-10 minutes depending upon the 
method used. The Lee White Method with 
carefully drawn venous blood to avoid the 
admixtures of tissue juice is considered the 
most accurate method generally available. 
However, there is no justification for the rou- 
tine use of such a test which requires great 
care and is time consuming. It is of the great- 
est importance in those cases in which history 
or physical examination indicate the possi- 
bility of some hemorrhagic disorder. 

Tests for bleeding time vary greatly since 
the depth of the puncture, the vascularity of 
the area punctured, the tissue turgor and 
vascular elasticity are controlling factors. A 
carefully controlled bleeding time is normal- 
ly 1-3 minutes. 

The following concept of hemostasis per- 
mits a modern classification of hemorrhagic 
disease.” 

(1) Thromboplastinogen which is present in 
plasma plus a platelet activator (throm- 
boplastinogenase) which is obtained 
from disintegrating platelets vields 
thromboplastin. 

(2) Thromboplastin plus a_ prothrombin 
complex (Prothrombin, Ca, and plasma 
labile faetor) yields thrombin. 

(3) Fibrinogen plus thrombin yields fibrin. 

The thrombin in addition to converting 
fibrinogen to fibrin causes labilization of 
platelets. As a result, more thromboplastino- 
gen becomes activated and a chain reaction 
is initiated. The lysis of platelets causes the 
liberation of a powerful vasoconstrictor which 
Stewart and Zucker® recognized in 1913 as a 
basic hemostatic factor. In hemophilia, a 
congenital and hereditary deficiency of throm- 
boplastinogen occurs. As a result, very little 
thrombin is formed and relatively few plate- 
lets disintegrate. The chain reaction fails to 
be initiated and inadequate amounts of vaso- 
constrictor agent are liberated. In thrombo- 
cytopenie purpura, there is a decrease in 
platelets with resulting decrease in thrombo- 
plastinogenase. Thus, only a small portion 
of thromboplastinogen can be converted to 
thromboplastin. 

Blood dyserasias which may cause opera- 
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tive or postoperative hemorrhage have been 
classified by Stefanini :® 
I Diseases due to depletion of known Co- 
agulation Factors 
A. Hypothromboplastinemias (defective ac- 
tivation of thromboplastin ) 

(1) Hemophilia (Deficiency of thrombo- 
plastinogen ) 

(2) Thromboeytopenic 
Thrombocytopenias 
Thromboplastinogenase ) 

(3) Thrombasthenia 

B. Hypoprothrombinemias (Deficient pro- 
thrombin activity ) 

(1) Hypoprothrombinemia 
(a) Congenital 
(b) Acquired 

(1) Responsive to Vitamin K 
(a) Insufficient intake 
Vitamin K; dietary, 
newborn, chemothera- 

py with antibioties 

and destruction of the 


purpura and 
( Deficiency 


normal intestinal bae- 
terial flora ) 

Insufficient absorp- 
tion Vitamin K; lack 


of biliary salts, accel- 
erated intestinal tran- 
sit, 

Partially or not responsive 


to Vitamin K: insufficient 
utilization of Vitamin kK: 
liver dysfunction, dicu- 
marol and salicylate ther- 
apy. 
(2) Deficiency of Labile Factor 
(a) Congenital 
(b) Acquired: liver dysfunction ; 
leukemias 
Afibrinogenemia and Hypofibrinogene- 
mia 
(J) Congenital Afibrinogenemia (10 re- 
ported cases ) 
(2) Congenital Hypofibrinogenemia 
(3) Aequired Hypofibrinogenemia : liv- 
er dystunction ; pernicious anemia ; 
leukemia; pellagra, scurvy, ete. 
II Diseases due to Circulating Anticoagu- 
lants 
A. Acquired hemophilia-like disease (c¢ireu- 
lating antithromboplastinogenase ) 
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b. Heparinemia (circulating heparin and 
heparin-like substances) : 
total body irradiation ; peptone shock; ? 
Thrombocytopenie purpura; ? Acute 
and chronic leukemia. 
Purpura Fibrinolytiea: 
lytic activity of plasma) : 
purpura thrombolytica; liver dysfune- 
tion; premature separation of the pla- 
centa. 

In the diagnosis of any of these dyscrasias, 


(high fibrino- 


an adequate history and good physical exam- 
ination are of most importance. In hemo- 
philia, the coagulation time is usually found 
to be prolonged provided the test is done on 
venous blood when carefully collected to 
avoid contamination with tissue juice. Quick,” 
however, states, ‘‘clotting time methods based 
on capillary blood are worthless and mis- 
leading.”* Several examples support this 
statement. Such a case was seen at the Dela- 
ware Hospital on 4-20-48 following a minor 
head injury. There had been a long history 
of hemorrhage into skin joints, GI tract and 
the central nervous system. The grandfather 
has been a hemophiliac. The highest average 
capillary coagulation time over a two year 
period was eight minutes, with an average of 
4 minutes. Quick? reports that he did a coagu- 
lation time with the Lee White technique on 
the venous blood of one of his hemophiliae 
patients and found that it was 80 minutes. 
A few days later, at a general hospital, the 
capillary coagulation time was reported as 
four and a half minutes. Robbins,® likewise, 
has reported a sailor who had several hospi- 
talizations for abnormal bleeding. On re-en- 
listing, a diagnosis of hemophilia was not 
properly made because only normal capillary 
coagulation times had been reported. 

In 1949, Quick® developed a valuable new 
diagnostic aid, the prothrombin consumption 
test. Blood is allowed to clot under controlled 
conditions and the remaining prothrombin in- 
dieates the degree of thromboplastinogen de- 
ficiency. The greater quantity of available 
thromboplastin in the blood, the more pro- 
thrombin will be consumed and the longer 
will be the prothrombin time of the serum. In 
both hemophilia and thrombocytopenia, such 
a small amount of active thromboplastin is 
available that only a limited amount of pro- 
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thrombin can be consumed and the shorter will 
be the prothrombin time of the serum. In 
hemophilia, there is a good clot retraction and 
normal thrombocyte count, in purpura, both 
are usually abnormal. 

In order to evaluate the current feeling 
in numerous important medical centers in 
the country regarding routine bleeding and 
coagulation times, a survey was conducted. 
Dr. T. L. Saunders of the New York Eye and 
Ear Infirmary, Dr. A. A. Eggston of the 
Manhattan Eye and Throat Hospital and Dr. 
Armand J. Quick, Marquette University 
School of Medicine, have shown that they no 
longer use routine bleeding and capillary co- 
agulation times and believe them to be of no 
value. Dr. Eggston' stated: ‘‘I see no rea- 
son for doing them unless it acts as a satis- 
factory psychological procedure for the pa- 
tient and doctor, otherwise I think the time 
consumed is wasted.”’ 

Dr. L. M. Tocantins" of the Department of 
Medicine at Jefferson commented: ‘‘It seems 
that the reason why the bleeding time and 
capillary coagulation time are done on T & A 
and circumcision patients is because the 
surgeons want to be protected against possi- 
ble accusations of malpractice, if the patient 
should bleed excessively and the tests have 
not been done. As the tests are run in most 
hospitals, they seem to be useless and some- 
times misleading.’’ 

Dr. Max M. Strumia’™ of the Bryn Mawr 
Hospital replied that 90% of hemophiliaes 
have a sufficiently delayed coagulation time 
to be picked up by a coagulation time de- 
termination but that ‘‘ otherwise, there is little 
value in coagulation time.’’ The bleeding 
time, he believes, gives ‘‘a certain sense of 
security to the surgeon.’’ He stated that they 
had considered omitting these tests as routine 
procedures but ‘‘ feel that it would be entirely 
too great a responsibility for the pathologist to 
advise discontinuance of the practice men- 
tioned above because any excessive bleeding 
following operation would unquestionably be 
attributed to the action of the Pathologist.’’ 

Dr. Mario Stefanini> of the New England 
Center Hospital said: ‘‘I do agree with you 
completely that capillary coagulation time is 
a completely useless procedure which will fail 
to pick up the most important conditions a 
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pediatric surgeon is interested in. Specifical- 
ly, the test will give normal results in hemo- 
philia. The value of the bleeding time in 
the new born is also very dubious and the only 
test that is probably of some value is repre- 
sented, in my opinion, by the prothrombin 
time on venous blood. At the Boston Float- 
ing Hospital, the Pediatric Service of our 

Institution, we usually perform a prothrom- 

bin time on venous blood if at all feasible, 

especially if the baby presented evidence ot 
physiologic jaundice or mild hypoprothrom- 
binemia at birth.’’ 

Dr. Quick* most ably summarizes our feel- 
ings when he states: ‘‘To the best of my 
knowledge, there are no simple tests that can 
be employed routinely. Instead of depend- 
ing upon laboratory tests, a careful history 
regarding a hemorrhage tendency should be 
made on every surgical patient and a ques- 
tion concerning bleeding in the family should 
be asked. It is also well in doing the physical 
examination to look for bruises or petechia. 
If there is a history of excessive bruising, 
then a hematological study should be made. 
In our experience, the prothrombin time, pro- 
thrombin consumption time, a carefully done 
bleeding time and a platelet count will usual- 
ly be sufficient to establish hemostatic defect 
and to make a diagnosis.”’ 

SUMMARY 

1. The current coneept of hemostasis is pre- 
sented. 

2. Today, the routine bleeding and capillary 
coagulation times on T & A patients and 
babies for circumeision are of value only 
as a psychological procedure for the doctor 
and patient. 

3. An adequate history and good physical 
examination are of most importance pre- 
operatively. 

4. In a suspected case of hemostatic detect, 
the tests which are of most value in estab- 
lishing a. diagnosis are: 

1) The prothrombin time 

2) The prothrombin consumption time 
3) A earefully done bleeding time 

4) A platelet count. 
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A SURVEY OF TRANSFUSION 
REACTIONS 1949-1950* 
CHow Tr, M. D.,** 
and 
JoHn W. Howarp, M. D.,*** 
Wilmington, Del. 

The annual inerease in the number of blood 
transfusions at the Delaware Hospital shows 
how readily blood is being used for therapy. 
The availability and the ease of obtaining 
blood, the inereased scope of surgical pro- 
cedures, and the knowledge that plasma ean- 
not adequately substitute for whole blood 
has promoted this increased use of blood and 
has resulted in administration of blood as a 
routine procedure, often without careful con- 
sideration of the real need. 

Our 1949-1950 survey shows that the com- 
mon indication for blood transfusion are: 

To restore blood volume to prevent and 
treat shock. 

To correct hypoproteinemia. 

To correct anemia of diverse origin. 

To restore normal clotting mechanisms. 
To supply antibodies in the treatment of 
infectious diseases. 

Until it has been shown that blood trans- 


Personal Communication. 
Personal Communication. 

Clinical Hematology, 2nd ed. p. 
Lee & Febiger, 1946. 


*Presented at Staff Meeting, Delaware Hospital, May 
8, 1951. 
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fusion therapy entails no risk to the patient, 
it should be employed only when a real in- 
dication exists. Unfortunately, this principle 
is not always followed. On the other hand, 
when transfusions are needed, they should 
be given without delay and in adequate dos- 
age. 

In these days of casual transfusions the 
selection of donors is most important. A brief 
history and a preliminary examination should 
be made routinely on each person prior to 
donation. The following important criteria 
are met: 

A minimum hemoglobin concentration of 
80%. 
A systolic blood pressure below 200mm. 
and a diastolic pressure below 110 mm. 
or a systolic blood pressure above 110 mm. 
When these criterma are not met a further 
check is instituted with the family physician 
to find out if the donor is acceptable. 
A temperature over 99.5°, 
To eliminate lipemic donor blood, per- 
sons should not have eaten a fatty meal 
within four hours of the donation. 
Donors must be free of diseases trans- 
mittable by blood, such as syphilis, ma- 
laria, infectious hepatitis, ete. 
Recent studies indicating that malaria and 
infectious hepatitis may be transmitted many 


years after the initial illness has foreed the 
Blood Bank to reject many otherwise satis- 
factory donors. 


The commonest reason for donor rejections 
has been hypertension in men and a low hemo- 
globin in women. Many donors, too, have 
been deferred because they have had a fatty 
meal two to three hours prior to the donation. 


TABLE 1 
Reactions following Blood Transfusions 


1947-1948 
Number Reactions 


1949 
Number Reactions 


1947-1950 
Number Reactions 


1950 
Number Reactions 


yrade 1 
Grade Il 
Grade III 
Grade IV 
Ungraded 
Reaction Total 

Total Transfusions.......... 


6 


0.43 
0.94 
0.73 
0.04 
0.08 
2.25% 


0.26 
2.40 
2.58 
0.00 
0.13 
9.37% 265 
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REACTIONS 

The reactions attributed to blood transtu- 
sions are many and diversified in type. They 
may, for convenience, be grouped under four 
main headings.' 

Hyperpyrexia Reactions. This type of re- 
action usually manifests itself by rise of tem- 
perature from 1° to 4°F. occurring during 
or within the hour of transfusion. The tever 
lasts less than four hours and usually sub- 
sides unless something interferes with it. One 
usually expects a greater rise of temperature 
in postoperative cases if a reaction does oc- 
eur to distinguish it from the expected post- 
operative rise of temperature. The fever is 
usually preceded by chilliness and a flushed 
skin. This type of reaction is usually con- 
sidered to be pyrogenic, but in our experience 
we have seen it very commonly in apprehen- 
sive patients or those in which there is a 
peculiar allergie complex. Frequently mild 
sedation, antihistamine therapy prophylactic- 
ally, and or a decrease in the total volume 
of blood administered, completely eliminates 
temperature elevation even when using the 
same blood that previously caused a rise. 

Allergic Reactions. Hives and occasional 
angioneurotie edema may occur after trans- 
fusions. It is generally conceded to be a re- 
sult of the food content in the donor’s plasma. 
The reactions are frequently dramatic, and, 
in general, cause more alarm on the part of 
the patient and the floor nurses than a more 
serious type of reaction. The use of fasting 
donors, we believe, materially reduces this 
tvpe of reaction. 

Circulatory Reactions. This type of dif- 
ficulty is usually seen in patients with chronic 
circulatory diseases. It usually occurs as a 
result of a disturbance of cardiae or pul- 
monary mechanisms following a circulatory 
overload. Too rapid administration (a rate 
greater than 20 ce. per minute) and the ad- 
ministration of exeessive blood volume may 
result in right-sided heart failure, pulmonary 
congestion, edema, cyanosis, sweating, sudden 
fall in blood pressure. Excessive transfusion 
when the hemoglobin is of an average percent 
or too rapid correction of a severe anemia 
will likewise produce this difficulty. 

Hemolytic Reactions. The goal of all blood 
banks is to eliminate this type of reaction. 
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It is the only serious type of transfusion re- 
action and is the one that makes transfusion 
medication a serious responsibility. When 
one is unfortunate enough to have such a re- 
action, investigation should be instantly in- 
stituted which will aid in the diagnosis, so 
that immediate intelligent treatment can be 
started. This type of reaction may at some 
times be so mild as to go unnoticed, and at 
other times severe enough to result in sudden 
death. When anuria develops a_ hemolytic 
reaction should always be considered a possi- 
bility. The reaction usually exhibits itself 
by symptoms of shock, sudden severe lumbar 
pain, dypspnea, and cyanosis. If the reaction 
occurs on the operating table with the patient 
under general anesthesia, the recognition of 
this type of reaction is almost impossible. It 
is said that there is usually a hemorrhage tend- 
eney demonstrated under such circumstances 
by increased bleeding and oozing at the oper- 
ative site. However, such an_ evaluation 
would, indeed, be most difficult. Following 
any indication of such a hemolytie type of 
reaction, blood should be discontinued immedi- 
ately, a urine specimen should be obtained and 
examined carefully for evidence of hemo- 
globinuria, and a sample of the recipient's 
blood at the time of occurrence withdrawn to 
check the presence of free hemoglobin. 
TRANSFUSION SERVICE REPORT 

The total number of pints of blood ae- 
quired in 1949 was 2,941 and 3,406 in 1950. 
A larger percentage of this number was ob- 
tained from friends and relatives, but each 
year approximately 10°, has been obtained 
from commercial blood banks to meet current 
demands. The number of donor bloods for 
each transfusion unit in 1949 was 1.26 and 
in 1950 1.24. 
varied little over a period of ten years and 
conclusively proves that no bank can run on 
a one-for-one basis without additional assist- 
ance. While the number of blood transfusions 
increased from 2324 to 2752 in 1949-1950, the 
plasma (250 ce. units) decreased from 300 
to 289. 

The accompanying table shows a summary 
of the reactions from transfusion in 1949 and 
1950 as compared with that previously re- 
ported?; grade I—urticarial; grade I1—that 
of a temperature rise; grade I1I—chills and 


This is an average that has 


? 
i 
q 
5 = 
— 
— 
— 
3 
- 
3 
We 
+ 
‘a 
: 
= 
3 
aay 


172 DELAWARE STATE Mepical JOURNAL 1951 


fever; and grade [V—hemolytic. Ungraded 
reactions are those in which there is insuffi- 
cient information to permit proper grading 
or the manifestations are completely atypical 
or questionable. Grades I and II are insigni- 
ficant types of reactions and in some in- 
stances it is almost impossible to distinguish 
between the rise in temperature that one 
would expect or find following an operation 
or occurring in a natural course of a particular 
illness. 

In 1949 the total reaction rate was 5.37% 
which is higher than the 4% previously re- 
ported on a series from April “47 to August 
‘48. In this 1949 period it is interesting to 
note that 52 reactions occurred in July and 
August during unusually hot weather. The 
decrease in 1950 may be misleading because 
of the trend during the last two years to 
administer blood at the time of operation 
and under anesthesia where reactions are dif- 
ficult to survey. In 1950 approximately 25% 
of the transfusions were administered under 
such circumstances. One grade IV hemolyt.:c 
type of reaction occurred in 1950. Although 
the reaction was mild, the patient received 
AB blood instead of A and was credited with 
a grade IV reaction. These severe reactions 
are usually accounted for by incompatibility 
and high titre blood. It is our feeling that 
the incidence of this type of reaction due to 
human error has been greatly reduced by 
employing neutralized and low titered blood. 
Because certain © donors have an unusually 
high antibody titre which can cause severe 
reactions, it is necessary to routinely check 
all O bloods and determine which have a 
titre below 1-200 which is generally consid- 
ered pertectly safe. Those with moderately 
high titres are neutralized with A and B spe- 
cifie substance to reduce the amount of iso- 
agglutinins. Those with extremely high titres 
are reserved for cross-matched type specific 
transfusions.® 

Of the total number of transfusions by far 
the greatest number were homologous or type 
specific. 

1949 
Re- Per- 
No. actions centage 
Homologous 2047 ‘ 5.8 


Low-titer O Rh spccific 110 1 4.5 
Neutralized O Rh specific 167 | 0 


1950 
Homologous 2298 2.3 
Low-titer O Rh specific 337 2.1 
Neutralized O Rh specific 117 0.9 


In the conditioned group of O neutralized 
or low titered blood our experience again has 
demonstrated the safety and advantages of 
these convenient blood types. Others have 
reported similar experiences,*” 


Table 2 enumerates the reactions in rela- 
tion to underlying disease. 


TABLE 


1949 
Gynecology 
Anemia 
Malignancy 
Ulcer 
Infection 
Leukemia 
Miscellaneous 
Total 


As previously noted? the highest incidences 
of reactions occur with Gynecological patients, 
anemias, and malignancies. These, of course, 
represent the majority of patients receiving 
transfusions, but it is well to remember when 
ordering transfusions that these patients do 
run a greater chance of having a non-hemo- 
lytic type of reaction. 

Newer developments in regard to the trans- 
fusion services in the hospitals around the 
country have been directed to research in 
the field of substitute equipment for glass 
and newer types of anti-coagulants of par- 
ticular importance for those people working 
with fractionation of plasma where the ci- 
trate and glass effect the white cells. Experi- 
mental use of plastic equipment and cation 
exchange resins as a substitute for anti-coagu- 
lants have shown some promise. Their benefit 
for routine blood bank use, however, has not 
vet been demonstrated. 
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CONTACT DERMATITIS* 
ALLEN ID. Kine, M. D.** 
Wilmington, Del. 


The term contact dermatitis or dermatitis 
venenata, is used to refer to a large group 
of dermatoses caused by contact of the skin 
with a specific external substance. Many ot 
these are connected directly or indirectly with 
the individual’s occupation, and are classified 
as occupational dermatoses. These cases are 
numerous, differ widely as to cause and have 
been the subject of numerous case reports, 
monographs and text books. It is the pur- 
pose of this paper to discuss contact derma- 
titis, with special reference to a second large 
group, encountered in every day life and 
excluding those of industrial or occupational 
origin. 

Contact dermatitis is a specific irritation 
of the skin, usually eezematous in nature, due 
to contact between the skin and the causative 
agent. The eruption appears first, and is 
usually most severe, at the site of contact. It 
is not necessarily limited to the primary areas 
however. It may develop rapidly after ex- 
posure to a primary irritant, or because of 
sensitization. Again the onset may be insid- 
ious, as the result of slowly acting irritants 
such as solvents and alkalies. The distribu- 
tion of the eruption is not necessarily to ex- 
posed surfaces of the body, in contrast to the 
majority of industrial dermatoses. As a mat- 
ter of fact, the lesions may occur in unusual 
sites, be of bizarre shape or be symmetrieal. 
Symptoms include pruritus, discomfort due 
to edema and varying degrees of inecapacita- 
tion depending on the severity of the process, 
and the location and extent of skin involve- 
ment. Fever, malaise are uncommon. 

Predisposing causes are important and in- 
clude age, sex, perspiration, season. The in- 
cidence of dermatitis from plants, notably 
poison ivy, is much greater among children 
than adults. Conversely eruptions due to 
cosmetics are essentially a problem of adult 
females. Perspiration is a necessary factor 
in the development of certain cases, such as 
nickel dermatitis, and these cases may have 


*Read at Staff Meeting, of Delaware Hospital, March 


13, 1951. 
**Director, Dermatology Division, Delaware Hospital. 
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mild, or no symptoms during the winter 
months. 

The diagnosis of non occupational contact 
dermatitis may be obvious at a glance, like 
certain cases of poison ivy dermatitis or it 
may be exceedingly difficult. A careful de- 
tailed history is of utmost importance and 
should be taken even in the clear cut cases. 
This is facilitated by a working knowledge of 
the more common causes of dermatitis venen- 
ata, and the bearing of pre-disposing factors 
on the case. 

The dermatological examination is likewise 
important and should take place with the ma- 
jority of the patient’s clothing removed. <A 
careful scrutiny of the affected skin, followed 
by a brief examination of the remaining areas 
enables the examinor to visualize the extent 
of the eruption and to discover or eliminate 
other cutaneous disorders. 

The study of contact dermatoses may be 
simplified by the group method. For in- 
stance, plants, including rhus toxicodendron 
or poison ivy, cause far more eases than does 
any other group of substances. A second im- 
portant group is cosmetics, another fabrics 
and their finishes. Household contaets are 
involved in studying cases of eezematous erup- 
tioins of the hands of women. 

Important members of the plant family for 
Delaware and vicinity are the ivy, oak and 
sumae, the potted primrose, chrysanthemums 
and geraniums. Nail polish and perfumes 
dominate the cosmetic group. Sizings and 
dyestuffs, and accessories such as elastic, are 
generally more important than the fabries 
themselves. Detergents, solvents, plasties, 

axes, fruits and spices are some of the prin- 
cipal offenders in the household group con- 
tacts. 

The treatment of the mild and _ localized 
cases of contact dermatitis is not difficult and 
ineludes rest of the affected area, wet dres- 
sings or soothing local applications. Liquor 
aluminum acetate solution in strength of 1 
to 32 parts tepid woter, or potassium per- 
manganate solution, one to 5,000 form service- 
able wet dressings. Calamine lotion, anti- 
histaminie lotions and the several ealamine 
type creams may be applied freely. Rest 
in bed or hospitalization may be indieated in 
certain severe cases. Cortisone or A. C. T. H., 
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on a dosage schedule comparable to that used 
in rheumatoid arthritis is a recent and et- 
ficient procedure and will be used with in- 
creasing frequency as it becomes more ayail- 
able. 

An important part in the management of 
contact dermatitis is to determine the cause. 
Otten times it is obvious. On the other hand, 
the offending agent may be unsuspected and 
repeated outbreaks of dermatitis can occur. 
Most of the obscure cases can be solved by 
careful history taking and the employment 
of patch testing to demonstrate the specific 
causative agent. 

In conclusion, it may be stated that con- 
tact dermatitis is of frequent occurrence and 
concerns the general practitioner as well as 
the specialist. Its therapy is not difficult. 
The causative agent may be obscure. It is 
important to discover and eliminate the cause ; 
otherwise, chronicity or repeated occurrences 
may be expected. 

Interest in this subject has been stimulated 
by three cases seen within a two month in- 
terval, with symmetrical involvement of the 
feet, each case being the result of sensitivity 
to rubber compounds used in the composition 
of shoes. 


Case No. 1. R. M. Female, age 46, with 
symmetrical band-like dermatitis across the 
dorsum of both feet. Recurrent flare ups for 
four weeks, last outbreak after patient at- 
tended church. Her ‘‘Sunday shoes,’’ shown 
in photograph, contained broad elastic band 
around their tops. No recurrence after shoes 
were discarded. Patch test not obtained. 


(Fig. 1) 
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Case No. 2. A. M. Male, age 37. Bullous 
dermatitis involving entire dorsum and sides 
of both feet, as well as toes. Mild antecedent 
outbreaks for previous month, diagnosed ‘* my- 
eotic’*’ and treated as such by family physi- 
clan. Present acute flare up followed an un- 
usual combination of wet rubber safety shoes 
and long hours. Dermatitis cleared rapidly 
under bland local therapy. Patch tests made 
of material from rubber safety shoes were 
as follows: (Fig. 2) 

1. Rubber side down 3 + 


2. Fabrie side down 1 + 


Case No. 3. E. P. This patient first seen 
in 1938 with acute dermatitis of axillae due 


Fig. 2 


to rubber dress shields. Ten months later 
seen with dermatitis on thighs due to garter 
elastic. One year later she was seen with 
more axillary dermatitis, patient thinking 
she had overcome her allergic state and used 
rubber shields again. Successive attacks fol- 
lowed purchase of a rubber bathing cap, and 
the use of adhesive tape. One year later, 
dermatitis of lips and right forearm develop- 
ed after a tooth extraction caused by the gas 
mask and rubber restraining strap. While 
hospitalized, dermatitis of the backs of her 
legs and arms developed, proven to be the 
result of rubber pad beneath the sheet in her 
bed. Twice during 1949 small areas of 
dermatitis developed on dorsum of feet caused 
by elastic in the bow of her shoes. The last 
episode is illustrated in the photograph. This 
consisted of a bullous dermatitis in a striking 
geometric pattern corresponding to the con- 
figuration of a pair of sport shoes, lined with 
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rubber composition. Patch test positive. 
Prompt recovery under bland local therapy. 
(Fig. 3) 


Fig. 3 


COMMON VIRUS DISEASES OF 
THE SKIN 
LAWRENCE KATZENSTEIN, M. D.* 
Wilmington, Del. 

Common virus diseases of the skin, rarely 
associated with systemic reactions, are herpes 
simplex, herpes zoster, molluscum contagio- 
sum, warts, and lymphogranuloma venereum. 

The primary infection of herpes simplex 
in man may be manifested during early child- 
hood as acute herpetic gingivostomatitis. 
Children infected are acutely ill and irritable 
with sore mouths, foul breath, fever, and sub- 
mental lymphadenopathy. On the mucous 
membranes of the mouth are numerous vary- 
ing-sized whitish plaeques superficial 
ulcers. These lesions may be on the buceal 
mucosa, floor of the mouth, gingiva, the 
tongue, or even back on the tonsils. <Ae- 
companying the mucosal lesions there are al- 
ways swollen red gums which bleed easily. 
(1) Gingivostomatitis is a self-limited dis- 
ease with spontaneous healing in about two 
weeks. The virus of herpes simplex has often 
been isolated from the buccal lesions. It may 


be confused with ‘‘trench mouth’’ but is a 


much more frequent cause of acute stomatitis 
in children than is Vincent’s infection. 
Herpes simplex in adults is characterized 
by its recurrent nature. The infection is 
usually about the lips, but it occasionally re- 
eurs as a localized patch on the face, trunk, 
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DELAWARE STATE MepicaL JOURNAL 175 


or extremities. When it appears on the trunk 
it is frequently confused with herpes zoster, 
but zoster, like chicken pox, practically never 
recurs. 

The virus of herpes simplex may be grown 
on the searified rabbit cornea and on em- 
brvonated hen’s eggs, and seen by the electron 
microscope. In serapings from the lining of 
vesicles and in fixed tissue section it is seen 
as an eosinophilic inclusion body in the nuclei 
of epithelial cells. It has been estimated that 
75 per cent of all adults are infected with 
herpes simple virus. The lesions recur in 
susceptible individuals even though they have 
a high antibody titer against the virus in 
their blood. 

Children and adults with atopic eczema oc- 
casionally develop a secondary infection with 
herpes simplex. This severe acute febrile dis- 
ease with widespread umbilicated vesicles on 
the skin is known as Kaposi’s varicelliform 
eruption or eczema herpeticum. A _ similar 
picture is produced when a patient with 
atopic eczema develops a secondary infection 
with the virus of vaccinia. To prevent eczema 
herpeticum, patients with infantile or atopic 
eczema should avoid contact with individuals 
with fever-blisters. For the prophylaxis of 
eczema vaccinatum these patients should not 
be vaccinated and should be guarded against 
those with active vaccinia. 

Unfortunately, there is no prophylaxis for 
recurrent herpes simplex. In many individ- 
uals there is a ‘‘trigger action’’ which ap- 
pears to light up this latent infection. Fre- 
quent predisposing factors are sunshine, a 
fever, eating chocolate, menstruation, and 
emotional conflict. Sometimes, with clever 
detective work, one can stop the recurrent 
herpetic infections by eliminating the ‘‘trig- 
ger action.’’ It is stated in some texts that 
aphthous stomatitis is due to the virus of 
herpes simplex. However recent attempts to 
culture the virus from these lesions have been 
uniformly unsuccessful. 

Herpes zoster and chicken pox are prob- 
ably due to the same virus though opinion 
is not unanimous on this point. It is com- 
monplace to see varicella occur in susceptible 
children following exposure to zoster. Also, 
comr'ement-fixation experiments on conval- 
escent sera from patients with these two dis- 
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eases show that they both give fixation with 
an antigen prepared from the zoster lesions. 
The histopathology of the skin lesions of 
herpes zoster is indistinguishable from that 
of varicella and herpes simplex. 


Despite claims made by several pharma- 
ceutical houses, there is no good evidence that 
any therapy is of value in herpes zoster. 
Antibioties are often specific against the see- 
ondary infection which may be present, but 
no drug is specific for the virus infection. 
Zoster is a self-limited disease of about ten 
days duration and usually is so mild that 
no treatment is necessary. When the ophthal- 
mic branch of N. V is involved, an ophthal- 
mologist should be consulted to guard against 
the complication of glaucoma. 

Post-zoster pain in the distribution of the 
affected nerve root, may be a real problem 
in older patients. Here too, the very multi- 
plicity of therapeutic suggestions is good evi- 
dence of the lack of specificity of any one. 
Fortunately, after several weeks of sedation 
and analgesies, the pain usually disappears 
spontaneously. 

Mollusecum contagiosum is a not uneommon 
skin disease, most often occurring in ehild- 
ren, characterized by a varying number of 
papules. Often the 
lesion has a central umbilication. The virus 
etiology was first proved by crushing a mol- 
luscum lesion, passing the material through 
a filter which held back all cells and bacteria, 
injecting the filtrate into the skin of another 
patient, and producing a characteristic mol- 
luscum lesion. The virus has not been cultur- 
ed but its presence is undoubted. 


pea-size pearly-white 


The lesions of molluscum contagiosum may 
usually be cured simply by pricking each with 
a needle. Even this treatment may be diffi- 
eult in an apprehensive child with a multi- 
tude of lesions. There have been reports of 
cures by oral sulfonamides and antibiotics, 
but the many disappointments with these 
drugs suggest that the good results may have 
been merely a coincidence. 

The virus etiology of warts has also been 
proved by inoculation experiments. Thus far, 
this virus also has not been cultured and has 
Warts 
may be classified as the common variety, flat 


never been transmitted to animals. 
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juvenile type, plantar, and condyloma acum- 
inata. 

The common variety of warts, or verruca 
vulgaris, is best treated by dessication and 
curettage under 
lesion may be destroyed even though the des- 
sication is superficial enough to leave no 
sear. Radiation therapy is not indicated be- 
cause a cancericidal dose must be given and 
this will often produce radiation dermatitis. 
Surgery must produce a sear and so is ¢os- 
metically objectionable. Strong ‘‘sugges- 
tion’’ may be of value if given with much 
conviction. 

Flat juvenile warts are aptly described by 
their name. They are most common on the 
dorsum of the hands but may appear on the 
As they are the size of a small pea and 
have about the same color as the skin, they 
are rarely conspicuous and usually may be 
left untreated. 

Plantar warts may be distinguished from 
calluses on the sole by paring off the keratin- 
ous surface and exposing the ‘‘black dots’’ 
or vascular tufts of the wart. The eallus is 
simply hypertrophied keratin due to ab- 
normal pressure on a small area and so does 
not show these ‘‘black dots’’. It is impera- 
tive to make a proper differential diagnosis 
between these lesions. The callus is treated 
by shoe adjustments to relieve the abnormal 

The plantar wart must be destroy- 
keratolyties, dessication, or x-ray 


procain anesthesia. The 


face. 


pressure. 
ed by 
therapy. 

Condyloma acuminata or venereal warts are 
moist vegetating lesions about the genitalia 
and anus. In this one type of wart there is 
a specific therapy in the use of podophyllin, 
best applied in 20 per cent concentration in 
95 per cent aleohol. The podophyllin appli- 
cation should be limited sharply to the warts 
and washed off after above five hours to avoid 
local necrosis. One application usually re- 
sults in a cure though several more at weekly 
intervals may be necessary. The podophyllin 
solution loses its poteney after a few months 
so a reasonably fresh solution should be 
utilized. 

The! virus of lymphogranuloma venereum 
is pathogenic for many animals and embryo- 
nated eggs so laboratory investigation of this 
disease has been very fruitful. Clinieally, the 
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initial lesion is so insignificant that it Is 
usually missed. The first obvious manifesta- 
tion is inguinal adenitis which, if untreated, 
goes on to suppuration and drainage. In fe- 
males the disease may cause rectal stricture 
and a fibrotic destructive process of the ex- 
ternal genitalia called esthiomene. 

Antigens for skin-testing, the Frei test, are 
prepared from the infected yolk-sae of an em- 
bryonated egg and are available commercially. 
It must be remembered that a positive Frei 
test merely shows that an individual has once 
been infected with lymphogranuloma vener- 
eum. Other causes for inguinal adenitis and 
rectal stricture must be ruled out before the 
rei test is diagnostic. The complement-fix- 
ation test is more valuable than the skin test 
because it is diagnostic if a rise in antzbody 
titer appears during the course of the disease. 
Sulfonamide therapy has proved highly ef- 
fective in the treatment of the inflammatory 
phase of lymphogranuloma venereum, and ap- 
parently aureomycin and chloromphenicol are 
equally sueeesstul. 
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CLINICOPATHOLOGIC CASE RECORD 
DonaLp E. Kayuor, M. D.* 
ANNE DuNBAR RICHMAN, M. D. 
and 
Park W. Huntineton, Jr., M. D. 
Wilmington, Del. 
PRESENTATION OF CasEe** 

Dr. Richman: Mrs. R. C., a 57-year-old 
white female was admitted to the Medical 
Service of the Delaware Hospital with an ad- 
mission diagnosis of ‘‘hypoglyecemie shock 
and anemia.’’ She had apparently been well 
until 6 years before admission, at which time 
she suddenly lost consciousness. It was prov- 
ed that the cause of her coma was hypogly- 
cemia. Since then until admission to the Del- 
aware Hospital, she had been hospitalized sev- 
eral times for attacks of unconsciousness and 
anemia. She ate large quantities of candies 
to combat hypoglycemia. 

Past medical history: The patient was 
found to have achlorhydria seven years be- 


*Intern and Residents in Pathology, respectively, Dela- 
ware Hospital. 

**Delaware Hospital Case Number 145294, presented at 
Staff Clinical Pathological Conference. 
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fore. Studies at that time showed a blood 
sugar of 71 mg.%, hemoglobin 11.3 Gm. 
(70%), eosinophiles 3%, platelets 156,000, 
mean corpuscular volume 97 cubic micra, red 
cell fragility tests normal, icterus index less 
than 10 units, red cell count 3.59 million, white 
cell count 4,600, hematocrit 35%. 

Several other counts during the following 
six vears showed about the same amount of 
anemia. Urinalysis, one year prior to admis- 
sion revealed no abnormality except for a 
trace of albumin and 50-60 white cells per 
high power field. 

Two basal metabolic rates done six years 
and three years prior to admission were re- 
ported as minus seven and minus eleven re- 
spectively. 

Supportive therapy had been given over the 
past few years of liver and hydrochloric acid 
with intravenous dextrose during her attacks 
of coma to which she responded well. The im- 
pression of her physician, who last saw her 
one year before admission, was that in addi- 
tion to her organic pathology, she was ‘* ment- 
ally retarded, emotionally blunted with little 
thought or concern regarding her condition. 
She became less and less cooperative as far 
as treatment was concerned.’’ 

Family history: Non-contributory. 

Physical examination: Blood pressure left 
arm 160/80, right arm 140/80. The patient 
was an apathetic white female, unwilling to 
make an effort to answer questions and ap- 
pearing somewhat younger than her stated 
age. Her hair was dark, plentiful and with- 
out graying. The skin was yellow tinged and 
curiously wrinkled. Eyebrows, axillary and 
pubic hair were absent. The pupils were equal, 
regular, and reacted to light. The sclerae 
and conjunctivae were clear and the extra- 
ocular movements normal. No abnormality of 
the mouth, pharynx, neck or chest was noted. 
The cardiae rate was 90 with frequent pre- 
mature beats followed by a compensatory 
pause. A systolic murmur was heard at the 
third right interspace. The liver edge was six 
centimeters below the right costal margin 
in the mid-clavicular line and felt hard and 
nodular. No other masses were palpable in 
the abdomen. Except for her general apathy, 
the neurological examination was negative. 
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Laboratory data: On admission—red blood 
count 3.6 million; hemoglobin 12.3) Gm. 
(78%); white blood count 5,100; differential 
—polys seg 27, polys non-seg 10, lymphocytes 
35, monocytes 7, eosinophiles 17, basophiles 1. 
Mean corpuscular hemoglobin concentration 
32 micromicrograms. Repeat blood counts 
showed: hemoglobin 10.7 Gm. (68%), color 
index 0.94; hematocrit 33°7; the red cells 
showed slight microcytosis and there were 
13°¢ eosinophiles. Blood sugars ranged from 
30 to 138 depending on the state 
of glucose therapy. The blood urea nitro- 
gen was 6 mg.‘c, the cholesterol 228 mgs, and 
the total protein 6.1 Gms. with an albumin 
globulin ratio of 3.0/3.1. 

The first glucose tolerance test was as fol- 
lows: fasting blood sugar 85 mg.%c, Yo hour 
specimen 95 mg.7, 1 hour specimen 94 mg.%o, 
2 hour specimen 96 mg.°, 3 hour specimen 
S7 + hour specimen 8) mg.‘o, 5 hour 
specimen 86 mg.‘o, and 6 hour specimen 88 
mg.“%. 

A repeat glucose tolerance test was as fol- 
lows: fasting blood sugar 65 mg.%o, 1% hour 
specimen 110 mg.(, 1 hour specimen 60 
2 hour specimen 60 3 hour speci- 
men 55 mg.‘7, 4 hour specimen 58 mg.%, 
and 5 hour specimen 90 mg.%. 

Urinalysis: specifie gravity 1.015, reac- 
tion acid, albumin, sugar, and acetone nega- 
tive, white cells 10-20/HPF. 

Course in hospital: The patient was put 
on a high carbohydrate diet with intermittent 
feedings. She was given intravenous glucose 
solution daily. On the 9th hospital day, the 
patient began having ‘‘early morning de- 
mentia,’’ being quite disoriented as to time, 
place and person. She responded well to 
orange juice but her dementia recurred if 
breakfast was omitted. In the morning of 
her 16th hospital day, she was found coma- 
tose. She vomited coffee ground material. 
The pupils were not dilated or constricted 
and reacted sluggishly to light. To and fro 
nystagmus from side to side was noted. The 
Babinski reflex was present bilaterally and 
there was bilateral sustained ankle clonus. 
No resistance to passive motion of the arms 
was present. She failed to respond to 50 ee. of 
50° glucose intravenously. She was given 


intravenous digitoxin and intravenous glucose 
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with saline and plasma without effect. She 
quietly expired 9 hours later. 
DIFFERENTIAL DIAGNOSIS 

Dr. Kayhoe: This case is essentially that 
of a middle aged female with anemia and 
hypoglycemia of six years duration. Appar- 
ently her disease was controlled with a high 
carbohydrate intake and liver therapy until 
one year before her demise when she began 
to show mental changes for the first time, and 
terminally she seemed to become refractory 
to glucose therapy with hypoglycemic epi- 
sodes becoming more and more frequent, early 
morning dementia and neurological changes 
until finally she failed to respond to the pre- 
viously effective intravenous glucose therapy 
and subsequently expired. 

In considering the differential diagnosis, it 
would be valuable to have information about 
the patient: was she obese or cachectic, had 
she ever been pregnant, and in view of the 
enlarged nodular liver some sort of liver fune- 
tion tests would be helpful in making a diag- 
nosis. 

I believe that we can safely say that there 
was some disorder in carbohydrate metabolism 
that was the cause of this patient’s death. At 
first, I was inclined to suspect a pancreatic 
tumor, possibly an adenoma with eventual 
malignant change which would explain the 
enlarged nodular liver, the yellow skin and 
the hypoglycemia. I am referring to an islet 
cell tumor when I speak of a pancreatic neo- 
plasm. However, there are a number of find- 
ings which are present which are hard to 
explain with this diagnosis: the wrinkled 
skin, the anemia, dementia, and the alopecia. 

I do not believe that pernicious anemia 
should be considered in this case. According 
to the blood counts reported, this patient had 
a microecytic hypochromie type of anemia. 
The yellowish skin could have been due to 
liver disease, and I believe that achlorhydria 
is not unusual in a normal patient of this age. 

In the absence of primary pancreatic dis- 
ease we must consider some of the other en- 
docrine organs: the adrenal, the thyroid, or 
the pituitary gland. Since most of the find- 
ings in this case ean be explained on the basis 
of pituitary insufficiency I believe that the 
patient’s primary pathology could be found 
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there with perhaps secondary changes in the 
other endocrine glands. 
Simmonds’ Disease as originally defined 
fas a cachectie condition which arose in 
women, post partum, and usually associated 
with degenerative changes in the anterior lobe 
of the pituitary. Since then the terms ‘‘Sim- 
monds’ Disease’’ and ‘‘ Simmonds’ Cachexia’”’ 
have been rather loosely applied to all cases of 
pituitary insufficiency. It was Sheehan who 
first described pituitary insufficiency without 
extreme weight loss and the aecachectiec form 
is now known as Sheehan’s Disease or Syn- 
drome. It has also been pointed out that this 


condition may arise in non-parous females, 
and in males and may be the result of ade- 
nomas of the pituitary; craniopharyngeal 
pouch cysts; primary and metastatic brain 
tumors; thrombosis, hemorrhage, or emboli to 
the pituitary vessels. Some cases with classic 
findings of pituitary insufficiency fail to show 
pathologie findings in the gland itself. 

It might be well to list some of the changes 
found in anterior pituitary insufficiency 
which are present in this case. These pa- 
tients have a waxy, pale skin which is soft 
and fine, but which may be coarse and 
myxadematous when the thyroid is involved. 
There is a sparee growth or absence of hair 
in the facial, axillary and pubie regions. 
These patients may have a microcytie type of 
anemia, with weakness, and may show mental 
changes. The glucose tolerance curve is usual- 
ly flat, as it is in this ease, and the patients 
may have episodes of hypoglycemia, especial- 
ly early in the morning before breakfast. In 
contradistinction to this the glucose tolerance 
curve in islet cell tumors of the pancreas 
usually shows an initial rise after ingestion 
of carbohydrate followed by a fall below the 
fasting level as the presence of a high blood 
glucose stimulates the pancreas to overpro- 
duce insulin. Since the pituitary exerts an 
influence over the other ductless glands, one 
might expect findings suggestive of hypothy- 
roidism or adrenal changes with an Addison’s 
Disease—like picture, which in this case might 
explain the yellowish color to the skin. One 
might go on and hypothesize that the patient’s 
eventual demise was due not to hypoglycemia 
but to hyponatremia, which would explain 
the terminal refractoriness to glucose therapy. 
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I do not believe on the basis of information 
available that it is possible to say just what 
the exact etiology of the pituitary failure was 
in this ease, but I feel the most likely diagnosis 
is anterior pituitary insufficiency. 

PATHOLOGICAL DiIscuSsION 

Dr. Huntington: The important findings 
at autopsy were: On external examination 
of the body an almost total absence of hair 
was noted, especially in the axillary and 
pubic regions. The skin was pale and waxy. 
On internal examination, the heart showed 
thickening of the aortic and mitral valves. 
The liver showed thickening of the capsular 
surface ; microscopic sections showed hemosid- 
erosis. The spleen showed a fine perisplenitis. 
The pancreas was firm, slightly smaller than 
normal, and on misecroscopic section showed 
periductal fibrosis and islet hypoplasia. Both 
adrenal glands were extremely hypoplastic and 
showed medullary fibrosis. The uterus was 
of normal size. The myometrium was fibrous 
and the endometrium atrophic. Both ovaries 
were very atrophic. The thyroid gland was 
hypolastic. The brain was slightly smaller 
than normal and showed flattening of the sulci. 
The pituitary was located and found to be 
only one-third normal size. The anterior and 
posterior lobes could not be defined grossly 
and on microscopic section showed cystic hypo- 
lasia. 


Fig. | 
a. Atrophic lobe of the anterior pituitary 
b. Cystic cavity replacing anterior lobe 
c. Posterior lobe of the pituitary 


PaTHOLOGICAL DIAGNOSIS 
Pituitary Cachexria (Simmonds’ Disease ) 
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GLAUCOMA — ITS PRESENT CONCEPT* 
W. How.anp, M. D.** 
Philadelphia 3, Pa. 

I should like to present for your considera- 
tion the most recent figures on causes of blind- 
ness which have been compiled by the Com- 
mission for the Blind for the State of Dela- 
ware. 

The present series of 390 cases of blindness 
due to numerous causes reveals that of this 
number 95 were due to glaucoma; or 24.3% 
of the total. These represent the sad end 
results which are a matter of record. Many 
more cases are present throughout your State 
which are not included in the above tabula- 
tion, because the victims have only damaged 
vision. Thus glaucoma is a serious condition, 
which presents itself frequently in the of- 
fices of every practitioner of medicine. 

Glaucoma is not a disease but a whole symp- 
tom complex which has as its common feature 
an abnormal elevation of the intraocular pres- 
sure. The former classification which most 
of us knew was: 

1. Chronie Simple (non congestive ) 
2. Acute Congestive (incompensated ) 
3. Chronie Congestive (incompensated ) 
4. Absolute 
Present day classification is: 

A. Primary Glaucoma 

(primary narrow angle) 
B. Secondary Glaueoma 

(primary wide angle ) 

C. Congenital Glaucoma 

A. Primary Narrow Angle Glaucoma. All 
of the congestive cases, with a few exceptions, 
belong to the narrow chamber angle group. 

If we may consider a large group of this 
type of cases as representing a single entity, 
the pathogenesis can be constructed. Histo- 
logie studies made shortly following an acute 
attack show edema and congestion of ciliary 
processes sufficient to push the iris root for- 
ward and obstruct the chamber angle. The 
causation of this vasomotor phenomenon rests 
on a theoretical base, which has not been 
clearly worked out as yet. 

Diagnosis: Clinical course of most cases is 
one of recurring attacks of elevated tension, 


*Read before the Medical Society of Delaware, Dover, 
October 4, 1950. 

**Associate in Ophthalmology, University of Pennsyl- 
vania Graduate School of Medicine. 
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which vary in severity and frequency. Dur- 
ing acute attacks there is edema of cornea with 
subjective symptoms of blurring of vision, 
halos around lights and rainbows. Severe 
headaches, ocular pain and nausea. Thus to 
the observant physicians a patient with the 
above should be considered as having glau- 
coma. Finger tension is a great aid in con- 
firming the diagnosis. Method: The index 
fingers of each hand are placed gently side by 
side on the closed lid in position above the 
cornea, patient having been instructed to look 
downward. A gentle kneading motion of the 
index fingers gives an estimate of the intra- 
ocular tension. A comparison of the results 
obtained on each eve will give a fair estimate 
as to whether the ocular tension is higher in 
one eye than the other. 

Observation will show the affeeted eye— 

A. Cornea probably cloudy 
B. Anterior chamber shallow 
(. Congested globe 

D. Pupil dilated 

It is most advisable that this patient be 
given treatment immediately. The advice of 
an ophthalmologist is urged in order that as 
much vision may be conserved as_ possible, 
and the patient relieved of his discomfort. 

Primary Wide Angle Glaucoma. In this 
group early recognition is more difficult. 
These cases will have a gradual loss of vision, 
ot which the patient may become aware when 
it is far advaneed, and found perhaps when 
the patient goes to have his lenses changed. At 
times the patient may be aware of transient 
attacks of blurring, which may cause him 
some concern, but symptoms (subjective) are 
not usually present. 

The depth of the anterior chamber is not 
of much help in early diagnosis. Thus diag- 
nosis of early wide glaucoma should rest with 
the man trained to watch for early changes. 

1. Changes in optie nervehead, as cupping 

2. Tonometer findings 

3. Certain provocative tests (drinking 
test—higher rise in wide angle) 

4. Perimetric findings (changes in blind 
spots ) 

B. Secondary Glaucoma. The eye of man 
may be subject to an inerease in pressure 
which can be caused by numerous pathological 
conditions or disease. When the initial cause 
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is known, the condition is called secondary 
glaucoma. Some common causes are as fol- 
lows: 
1. Subsequent to a severe iritis, iridocye- 
litis 
2. Lens changes—as swelling from rapid 
cataract formation—changes posi- 
tion 
3. Intraocular tumors or space taking 
lesions 
4. Hemorrhagic glaucoma—following oce- 
clusion central retinal artery. 
Clinically, secondary glaucoma closely re- 
sembles the primary condition which pro- 
duces it. Thus, during any acute ocular in- 
flammation a careful check should be kept 
on the intraocular pressure. If a rise in 
tension is noted, immediate attention should 
be given to reduce it. 

Subjectively, with increase in pressure the 
affected eye may become more painful and 
vision may be more markedly impaired. 

Treatment: Intensive treatment of any 
acute inflammatory disease. If this is not 
suecesstul, opening of the anterior chamber 
by surgical means, and repeated if necessary. 
Basal iridectomy may be required in some 
cases. The emptying of the anterior chamber 
of debris. in traumatic conditions, either of 
lens material or hemorrhage. 

C. Congenital Glaucoma or Buphthalmos. 
The eyeball in an infant, due to structural 
abnormalities in the angle of the anterior 
chamber, and a resulting increase in intra- 
ocular tension, may be markedly enlarged. 
The coats of the eye stretch under the ab- 
normal pressure. Examination reveals: 

A. Enlargement of the globe 

B. Thinning of sclera—bluish in color 

C. Deep anterior chamber 

I). Cloudiness of cornea 

KE. Atrophy of iris 
When this stage is reached, there is marked 
loss of vision which does not return as a rule. 
If the condition is recognized in early stages, 
the most advanced treatment is goniotomy, 
which is the stripping or peeling of embry- 
onie tissue from the angle wall. In one series 
ot 76 cases in a period of 10 years the pres- 
sure normalized in 66 cases. Previously, med- 
ical treatment or surgical treatment gave 
very little help in these cases. 
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Treatment—Nurrow Angle Glaucoma. Med- 
ical treatment may be undertaken by any 
of the following: During acute attack every 
attempt should be made to reduce tension as 
soon as possible. If not controlled in 12 to 
18 hours, surgery is essential. If tension de- 
creases, the congested eye should be allowed 
to quiet and surgery done, especially if pa- 
tient is under 60 years of age, as recurrent 
attacks usually occur. 

Pilocarpine and eserine are most familiar 
to all of you. More recently synergistic com- 
binations bring better results, as prostigmin 
5% and mecholyl 20%, or prostigmin 5%, 
or eserine 4-16, with 2% piloearpine, or 
1.5 doryl. These substances can be alternated 
every 15 minutes for 2 hours, then hourly 
thereafter. 

Intravenous sorbital, a complex alcohol, re- 
duces tension as early as 2 hours after ad- 
ministration. Dosage 100 ce of 50% solu- 
tion. Morphine given for pain and to allay 
restlessness and apprehension. 


Treatment—Wide Angle Glaucoma. The 
wide angle type glaucoma responds less well 
to treatment, either medical or surgical, than 
does narrow angle glaucoma, if both are sub- 
mitted to therapy while the disease is still in 
its early stages. Medical treatment should 
be given an adequate time. However, the 
results from surgery are best when it is per- 
formed early in the course of the disease, 
after a diagnosis has been established by a 
careful study of: 


1. Visual fields 

2. Ocular tension—elevated 

3. Unintelligent or uncooperative patient 
—does not use drugs as directed 

4. Geographic location—adequate follow- 
up impossible 


Patient is placed on weakest miotiec, instilled 
as infrequently as possible, which keeps in- 
traocular tension at a safe level. Mioties avail- 
able to treat wide angle glaucoma are: 


A. Piloecarpine 4% to 2% 

B. Eserine 44% combined with Pilo- 
earpine excellent. Long use may 
cause allergies 14 to 1% commonly 
used, however. 
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(. Prostigmin Mecholyl 5%—best in 
combination not frequently used ex- 
cept with Prostigmin and in 20% 
strength. 

E. Dory! Careholin—1.5° commercial 
preparation. .75% and 1.5% com- 
bined with Zephiran. 

D.F.P. (di iso propyl! flourophosphate ) 
probably strongest miotic. Used 
035% to .1%% solutions. 

The use of dibenamine (N. N. dibenzyl-B 
chloroethylamine hydrochloride) has been 
tried in acute congestive or narrow angle 
type cases in secondary glaucoma, and also 
in chroni¢ simple or wide angle glaucoma. Ad- 
ministered intravenously by slow drip. There 
may be marked systemic effects, (miosis, 
nausea and vertigo, mild confusion, pain along 
the vein). This drug reduces tension in cer- 
tain cases within 6 hours of administration 
lasts 24 to 28 hours. 

Surgery—Narrow Angle. If eye controlled 
within 12 hours—should be allowed to be- 


come quiescent—basal iridectomy if does not 
respond—filtering operation sometimes—Post 
sclerotomy may also be used. 
Surgery—Nuarrow Angle. 
operations which are advocated. 
tvpe answers all needs. 
1. Cyelodialysis 


Many types ot 
No single 


2. Iridencleisis 
3. Trephining 

These procedures attempt to re-establish 
drainage between the anterior and posterior 
chambers of the eyeball. 

I hope this brief review of the present day 
concept of the various types of glaucoma and 
its treatment, will bring to you the import- 
ance and the necessity of its early recognition 
and treatment. 

255 S. 17th Street 
DISCUSSION 

Dr. J. E. Marviz. (Milford): I am very 
sorry that Dr. Howland’s slides could not be 
projected because of technical difficulties. I 
am sure that he would have been able to 
give us a lot more information in addition 
to the already excellent peper that he pre- 
sented. 

There isn’t very much that I ean add to 
his paper; I think he covered the subject in 
a very excellent manner. 
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I do have some notes of a few things that 
I have noticed about glaucoma. One particu- 
lar thing is in acute glaucoma, the congested 
type that Dr. Howland spoke of, that some- 
times the pain is so severe that a diagnosis 
of an eye condition is overlooked. I have 
seen one or two patients where the diagnosis 
was acute congestive glaucoma, but the diag- 
nosis made at the time was acute gall bladder. 
The patient vomited a great deal, and it was 
three or four days later when the diagnosis 
of an eye condition was made, and as a result 
in two cases I know the patient lost prae- 
tically all of his vision because of delayed 
operations. I am sure that all the eve men 
have seen similar Cases. 

I also want to ask Dr. Howland if he has 
had any experience with the effect of caffeine. 
He mentioned about the caffeine test for the 
diagnosis of glaucoma. Last year, at the meet- 
ing in Chicago of the Academy of Ophthalmol- 
ogy and Otolaryngology, Dr. Campion, who 
has a clinic in San Francisco, with some other 
men, told me that they have found that by 
the simple regulation of caffeine in patients, 
in many cases they are able to completely 
regulate the chronie cases of glaucoma and 
avoid surgery and other medication. 

I have tried to find in the literature if 
there are any references to that, and there 
are only two or three cases. Dr. Sugar, in 
the American Journal of Ophthalmology, 
October 1948, has a few references to it, and 
there is also a publication on glaucoma by 
the National Society for the Prevention of 
Blindness, which mentions that. 

Those are the only references that I have 
been able to find. But I have found in my 
practice that if I take patients away from 
coffee and tea, many of them get along much 
better than they did before. 

Dr. W. O. LaMorre, Jr., (Wilmington) : 
Kirst of all, I would like to apologize for any 
part I had in blowing up that bulb, but I 
have fixed the machine so that it can’t blow 
out another bulb until they fix that wire. 

In addition, I would like to thank Dr. How- 
land for coming down here and giving us 
so ably his conception of the present c¢lassifi- 
cation and diagnosis and treatment of glau- 
coma. I feel this is important material to 
present before the general medical profession, 
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it only from the point of view of preventive 
medicine. I think that that is a good excuse, 
on that basis alone, for having such a presenta- 
tion at a meeting such as this. 

I believe the last paper before this Society 
on glaucoma was in 1942, at which time my 
father read a paper on the subject, and he 
said at that time that one of the four chief 
reasons why very often there is a delay in 
the diagnosis of glaucoma is that the general 
practitioner and family physician is often 
not as cognizant of this disease as he should 
be. I hope that all of us are sensitized now 
for another eight or ten years so that we 
will constantly keep before us the challenge 
of early recognition of this disease. 

I would like also to remark upon the pres- 
ent division of primary glaucoma into the 
narrow angle and wide angle types, which is 
a very practical division from the point of 
view of very practical clinical grounds. How- 
ever, we all know that the chamber angle 
ean be completely closed and still the tension 
normal, and we know that the eye can be 
congested and hypertensive and the chamber 
angle wide open. Likewise, we know that 
glaucoma operations can fail even though 
the chamber angle is wide open, and ean 
succeed when it is completely closed. 

So it becomes obvious that there are many 
other factors than the mechanical ones in 
the genesis of glaucoma, and I would simply 
like to say that the factors of heredity, emo- 
tional life of the patient, the endocrine sys- 
tem, the neurovascular mechanism, and many 
other factors enter into the picture. 

Therefore, I believe that there are two com- 
pelling reasons why the family physician 
should make it his business to interest him- 
self in glaucoma: 

1. The responsibility of early recognition, 
and 

2. The challenge of treatment of the whole 
patient as the only complete approach to the 
proper therapy of glaucoma, an approach 
which only the family physician is really 
equipped to offer. 

I will say no more except perhaps to ask 
Dr. Howland one question, if he cares to 
answer it. We heard a great deal today about 
the general adaptation syndrome, use of 
ACTH and cortisone. Is there any evidence 


of any favorable effect in the treatment of 
glaucoma with these therapeutie agents? 

Dr. HownLanp: I will try and answer 
these questions very briefly. 

First of all, I will say that the slides were 
prepared under the direction of the Society 
for the Prevention of Blindness, and they are 
colored and diagrammatic to bring more ably 
to you these things of which I spoke. I am 
very sorry you couldn't see them. 

In answer to Dr. Marvil’s question about 
the use of caffeine, there is no evaluation of 
all types of tests. It appeared in the Ameri- 
‘an Journal of Ophthalmology, I believe, in 
July 1947. It was written by S. Bloomfield 
and L. Kellerman. In their paper they 
evaluate all types of glaucoma tests. The 
caffeine test was passed over very rapidly. 
They did not get consistent results. The 
drinking test, the pressor test, and seating 
the patient in a dark room, were the tests 
that gave them the most accurate results. 


I shall be glad to send you that reference, 
if you like, Dr. Marvil. 

In answer to your question, Dr. LaMotte, 
I have not had any experience with ACTH 
in glaucoma. To my knowledge, in Philadel- 
phia, no work has been done in glaucoma with 
ACTH. There may be some going on at the 
University which I do not know about. We 
are using Cortisone at the Wills, experiment- 
ally, in other types of inflammatory eye con- 
ditions. It is given by instillation, subeon- 
junctivally. 


DIMETHYLANE IN THE TREATMENT 
OF DYSMENORRHEA 
GEORGE J. Bornes, M.D. 
Wilmington, Del., 
and 
STEVEN Horoscuak, B.S., 
Ridley Park, Pa. 

This report represents a study of 19 cases 
of primary dysmenorrhea treated with a com- 
pound 2-2 diisopropyl-4 methanol-1,3 dioxo- 
lane (dimethylane*). Thirteen patients re- 
ported excellent results; 3 patients did not 
feel any better compared to previous therapy ; 
two patients felt worse and one patient could 
not tolerate the drug. 


*Dimethylane supplied by Medical Research Depart- 
ment, National Drug Co., Philadelphia. 
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Dysmenorrhea or painful menstruation is a 
major medical problem in the female popu- 
lation of this country. Ut has been estimated’ 
that one third of all young women of America 
suffer from the condition, and that 140 million 
working hours are lost annually as the result 
ot dysmenorrhea.? 

The absence of pelvie pathology and the 
role of factors intrinsic to the uterus identify 
the dysmenorrhea as primary, essential or in- 
trinsic. On the other hand, when pelvie path- 
ology is demonstrable and is found to be the 
direct cause of the symptoms, the dysmenor- 
rhea is secondary or acquired. We will con- 
cern ourselves with the primary or essential 
type in this study. 

The etiology of dysmenorrhea is stili an 
academic problem as evidenced by the plethora 
ot causes advanced as responsible for the pro- 
duction of painful menstruation. Despite the 
expanding knowledge of endocrinology, there 
is no conclusive evidence to correlate hormon- 
al secretions with this syndrome. It has been 
suggested* that dysmenorrhea is the result of 
an imbalance which occurs between estrogen 
and progesterone, however, this has not been 
fully established as a clinical fact. 

Primary dysmenorrhea, according to 
Witherspoon’ ‘‘can be explained by the with- 
drawal of the progesterone influence and the 
increasing uterine stimulation by the estro- 
genie principle, which results in whipping into 
marked activity a uterus which has been lying 
in a quiescent state for ten days or two 
weeks.’’ This investigator further indicates 
that the very nature of the pain suggests spas- 
modie contraction of the uterine muscle as 
the immediate cause. 

Novak and Reynolds® believe that the de- 
velopment of excessive contractility of the 
uterus coincides with the withdrawal of the 
corpus luteum effect at the onset of the 
menses. 

In the opinion of Bickers* there is no sound 
scientific evidence to show that primary 
dysmenorrhea is the result of any hormonal 
deficiency. To quote: ‘‘Although the en- 


docrinologie aspect of dysmenorrhea is worthy 
of consideration, there is not one piece of 
confirmed scientific evidence to show that the 
endocrine status of dysmenorrhea is different 
from that of normal women. 
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The association of menstrual pain and spas- 
modice contractions of the uterus has been pro- 
posed by Bickers.* This investigator believes’ 
that the pathologic physiology of primary 
dysmenorrhea is muscular contraction in the 
presence of anoxia. 

We subscribe to the concept that contrac- 
tions of the uterus produce a deficient blood 
supply resulting in ischemia and congestion 
terminating in menstrual pain. Novak* sug- 
gested that the inhibition of uterine musceula- 
ture is a rational point in the approach to the 
therapy of primary dysmenorrhea. 

The symptoms otf dysmenorrhea vary from 
patient to patient. In a typical case aecord- 
ing to Curtis” the spasmodic cramps resemble, 
in miniature, the pains of labor. The symp- 
toms may range from a mild mental and phys- 
ical discomfort to severe attacks of pain in- 
volving the patient’s back, legs, and lower 
abdomen, which invariably leave her in a state 
of great fatigue during the early part of the 
intermenstrual period. Headache, nausea and 
vomiting are frequent complications and 
should receive medical attention. 

Menstrual pain usually begins 12 to 24 
hours before the period; however, in some 
cases symptoms may arise several days before, 
and in others not until the flow has actually 
started. Initially, the flow tends to be very 
scanty in a majority of the patients. 

Favorable experiences reported by Boines’® 
with 2,2 diisopropyl-4-methanol-1,3 dioxolane 
(dimethylane) in the management of anxiety 
tension states in menopause prompted us to 
try this compound in the treatment of primary 
dysmenorrhea. 

Mvyanesin and certain other simple mono- 
ethers of gyleerol were found by Berger and 
Bradley" to produce transient paralysis of 
voluntary skeletal muscles without embarras- 
sing respiration, and that, in smaller doses, 
they had the capacity to control various types 
of tremors and other involuntary movements 
as well as a relaxing effect on spasm, spasticity 
and rigidity. Henneman and associates’* re- 
ported that myanesin had a sedative or tran- 
quillizing general effect, and that the site of 
its action is in the internuncial cell. 

The therapeutic characteristics described 
for myanesin are also present in a series of 
compounds, 2-substituted-4-hydoxymethy! 1,3- 
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dioxolane, and according to Berger et al’* 2-2 
dioxolane (dime- 
thylane) possessed a greater margin of safety 
and activity than myanesin. 

Materials and Procedures: 

Nineteen female patients ranging in ages 
from 18S to 32 vears with complaints indicative 
of primary dysmenorrhea were selected for 
this study. 

A complete history was obtained from each 
patient and thorough physical examinations 
were made to exclude the presence of any 
pathology in the pelvis, genital organs as well 
as the breasts. Complete blood counts were 
made at regular intervals. 

The duration of time the patients had been 
under our observation and care prior to this 
study was as follows: 5 patients for 3 to 6 
months; 7 patients for 6 to 9 months; 7 pa- 
tients for 9 to 12 months. 

Previous treatment consisted of : 

1. Bed rest for at least 24 hours, in all 
cases at time of onset of the period. In the 
more severe cases 48 hours bed rest was pre- 
scribed. 

2. Attention to diet and bowel function 
was impressed on the patient as being very 
essential. 

We prescribed vitamin B complex, vitamin 
(, and iron preparations whenever indicated. 

3. Codeine sulfate 4% gr. every 3 hours 
until relieved was used in 4 cases. 

4. Acetylsalicylic acid in 5 grain doses 
every 3 or 4 hours, or a combination of acetyl 
sal, phenacetin and caffeine citrate were used 
in 12 patients. We also prescribed oral con- 
jugated estrogens in many of these cases. 

5. In three cases we used atropine and 
phenobarbitol as well as conjugated estrogens 
orally. 

In all cases medication was prescribed to 
be taken at least 24 hours, preferably 48 hours 
before the anticipated onset of menstrual 
pains. 

The best that was accomplished with the 
above procedures was a possible modification 
of the pain with no apparent effect on the 
‘‘eramps’’ and backache in a large portion 
of the eases, nor did the menstrual flow seem 
to be influenced. 

In transferring these patients to dimethy- 
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lane treatment we set up the following regi- 
men : 

1. Bed rest for at least 24 hours when 
period had started. 

2. Attention to diet and proper bowel 
function at all times. 

Vitamins and iron preparations were pre- 
scribed whenever indicated. 

3. Elimination of all other medication. 

4. Dimethylane (0.25 gm. eapsule), one 
to two capsules after meals and at bedtime 
at least 24 hours before anticipated onset of 
pains, and continued through the period. 
Results: 

The patients had been on dimethylane 
treatment through 4 menstrual periods with 
the following observations: 

1. Of the 4 patients who had required 
codeine to obtain relief, 2 reported excellent 
results; 1 patient reported she felt worse, and 
1 reported she could not take the capsule. We 
had prescribed 2 capsules after meals and at 
bedtime to this group, and although we re- 
duced the dose in the fourth patient, she re- 
fused to continue on dimethylane. 

2. Of the 12 patients previously treated 
with analgesics and conjugated estrogens, 9 
reported excellent results with dimethylane ; 
2 noted no difference, and 1 stated she felt 
worse. The latter three patients complained 
of gastric distress, but it was not severe 
enough to cause interruption of treatment. 

3. Of the 3 patients previously treated 
with atropine, phenobarbital and oral conju- 
gated estrogens, 2 reported excellent results 
on dimethylane, and one patient noted no dif- 
ference. 

The 13 patients who reported excellent re- 
sults stated that their ‘‘cramps’’ were milder 
compared to those suffered during previous 
treatments; backache was either absent or 
moderate and the flow appeared to be uniform 
throughout the period. The dimethylane pro- 
duced no toxie effects in any of the patients. 
Summary : 

1. <A series of 19 cases of primary dysmen- 
orrhea was treated with a muscle-relaxing 
compound 2,2 diisopropyl-4-methanol-1,3  di- 
oxolane (dimethylane) as an adjunct to bed 
rest, diet, and attention to bowel function. 

2. Excellent results were reported by 13 


patients. ‘‘Cramps’’ were milder, backache 
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was either absent or moderate, and the flow 
seemed to be more uniform throughout the 
period, 

3. Three patients stated they noticed no 
difference with dimethylane treatment com- 
pared to previous therapeutic regimen. 

4. Two patients reported that they felt 
worse and requested they be placed on former 
treatment. 


5. One patient insisted she could not take 
dimethylane, although she was benefitted. 


(COMMENT 


Based on our experiences in a small series 
of primary dysmenorrhea cases treated with 
dimethylane as an adjunct in the medical 
management of this syndrome, we suggest that 
this drug deserves favorable consideration as 
an addition to the physician’s therapeutic 
armamentarium for the control of menstrual 
pain which ineapacitates such a large portion 
of the female population. 
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GLASS ON X-RAY FILM 
The current (July) issue of the American 
Journal of Roentgenology and Radium Ther- 
apy reports on a study to determine how many 
and what kinds of glass eould be demonstrated 
on an x-ray film. The study, undertaken be- 
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cause the x-ray demonstration of glass as a 
foreign body in the eye has always been one 
of the most difficult problems confronting the 
radiologist, was made by Wendell E. Roberts, 
Se.D., of the Department of Roentgenology, 
Charlotte Eye, Ear and Throat Hospital, 
Charlotte, North Carolina, and was under- 
taken because glass is involved in so many 
accidents. 

Not all glass is sufficiently opaque or im- 
pervious to light to cast a shadow, the article 
said, adding: ‘‘However, many more kinds 
are radiopaque than are universally thought 


to be.’ 


‘*Industrial ornamental glass presents a 
hazard to the workmen during installation. 
Fragments of automobile glass and eye glasses 
may be encountered in accident cases. Fre- 
quently the question of the presence of frag- 
ments of glass bottles of various kinds is en- 
countered, as a result of explosions or fights. 
Many of these cases present themselves for 
compensation or damages. The accurate 
demonstration of such foreign bodies on x-ray 
films is extremely important to the ophthal- 
mologist.”’ 

If glass foreign bodies can be seen on the 
film, but cannot be removed, this fact is im- 
portant to the attending surgeon. Then, too, 
if it is proved that no glass foreign body is 
present inside the eye, repair of the injured 
eye may give the patient some hope of residual 
useful vision. 

Many different glass samples were obtained 
for the study. One interesting fact was that 
bifoeal lenses were extremely opaque to the 
X-rays. 

‘*Since there is no difference in the effi- 
ciency of the various types of lenses, it would 
appear that anyone, especially those in hazard- 
ous occupations, should wear the most opaque 
lens. If the most opaque lenses were a re- 
quirement, an accident case would be far more 
certain to get an accurate opinion from the 
x-ray department, and, as a result, far more 
accurate advice from the ophthalmologist. ’’ 
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DELAWARE ACADEMY OF GENERAL PRACTICE 


In the last three issues of THE JOURNAL 
there appeared an advertisement for a course 
in electrocardiographic interpretation offered 
by the Delaware Academy of General Prae- 
tice. This course is an ambitious undertaking 
ot Delaware’s newest medical organization. It 
was only in September 1950 that a group of 
five local general practitioners met and or- 
ganized the Delaware Academy of General 
Practice. These physicians, who were mem- 
bers at large of the American Academy of 
General Practice, were so impressed with the 
aims of the parent Academy that they took 
it upon themselves to act as missionaries to 
the general practitioners of Delaware. 

Since that day the Delaware Academy of 
General Practice has grown and become active 
in the scientific field of Delaware medicine. 
Breakfast meetings were held on Sunday 
mornings and speakers, outstanding in their 
fields, were obtained who delivered papers 


which emphasized the role of the general prae- 
titioner in each of the specialties. Dr. Joseph 
Hughes, Professor of Psychiatry at the Wo- 
mens Medical College of Philadelphia; Dr. 
William Likoff, Associate Professor of Cardi- 
ology at the Hahnemann Medical College of 
Philadelphia; Dr. Irvin Klein, cardiologist 
with the New York State Compensation Com- 
mission; and Dr. John Daugherty, of the 
Pennsylvania Blue Cross and Blue Shield 
were among the speakers. 

At the April meeting the membership was 
polled as to the advisibility of underwriting 
a formal course of training for the physicians 
of Delaware. The Cardiology Department of 
the Hahnemann Medical College of Philadel- 
phia, under the direction of Dr. George D. 
(ieckeler, consented to give a course in elee- 
trocardiographic interpretation. 

To the best of our knowledge, this is the 
first time that a medical school department 
has given a full time post-graduate course in 
Delaware for the benefit of Delaware physi- 
cians. The course is approved by the Amer- 
ican Academy of General Practice for twenty- 
four hours of formal training credit and is 
listed in the approved post-graduate courses 
by the Journal of the American Medical As- 
sociation. Delaware physicians should take 
pride in the precedent thus established. 

The Delaware Academy of General Practice 
is a constituent chapter of the American Aecad- 
emy of General Practice which was organized 
about four years ago to establish an organi- 
zation of general practitioners to promote and 
maintain high standards of the general prac- 
tice of medicine and surgery; to encourage 
and assist young men and women in prepar- 
ing, qualifying and establishing themselves in 
general practice; to preserve the right of the 
general practitioner to engage in medical and 
surgical procedures for which he is qualified 
by training and experience; to assist in pro- 
viding post-graduate study courses for general 
practitioners, and to encourage and assist 
practicing physicians to participate in such 
training; to promote the science and art of 
medicine and surgery and the betterment of 
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the public health; and to preserve the right 
of free choice of physician to the patient. Eli- 
gibility for membership requires the applicant 
to have at least one year of a rotating intern- 
ship, and to have been in practice for at least 
three years. In order to remain a member 
the physician must complete a minimum of 
150 hours of post-graduate study in a three 
year period. This tends to raise the educa- 
tional standards of the general practitioners 
well above any previous standards. The 
younger practitioner may apply for associate 
membership until such time as he may become 
eligible for full membership. 

The American Academy of General Prae- 
tice at the present time is almost 16,500 mem- 
bers strong and is fast becoming one of the 
largest groups of physicians in the country. 

We wish to congratulate the Delaware 
Academy of General Practice and its officers 
for the excellent manner in which they are 
deporting themselves and thank them for pro- 
viding the physicians of Delaware with the 
highest type of post-graduate training. It is 
our belief that by offering the physicians of 
the state and particularly the general prac- 
titioners the opportunity to avail themselves 
of top notch medical school training, the Del- 
aware Academy of General Practice is to be 
commended. 

The officers for 1951 are: President, Har- 
old A. Tarrant, Wilmington; Vice President, 
J. Jesse Selinkoff, Elsmere; Secretary, H. 
Thomas McGuire, New Castle; Treasurer, 
Harry Taylor, Wilmington. 


USO ANNIVERSARY 

In July 1948 the USO was recalled to peace- 
time duty at request of the President, and 
Secretary of Defense. Since Korea, the mem- 
ber agencies of USO have expanded their ser- 
vices as fast as they could to meet the dra- 
matically increased needs. Today there are 
more than 100 going operations with many 
more planned. The Community Chests of the 
country are accepting the responsibility of 
raising tunds for this type of service, as they 
did during World War IT. 
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MEDICAL SOCIETY OF DELAWARE 
BY-LAWS 
PROPOSED AMENDMENTS 

The following Amendments are proposed to 
the booklet of By-Laws of the Medical Society 
of Delaware, and are published in this issue 
ot THe JOURNAL in order to give the members 
the required two months notice before action 
is taken in October. 

Item I 
Page 10, Line 6 and Line 16, Article III, 


Section 6—Dues and Assessments. Change 
‘‘April 1’’ to ‘‘ April 30.’’ 
Ire II 

Page 18, Line 19, Article IV, Section 9— 

Transfers. Change ‘‘one year’’ to ‘‘six 

months.’’ Section 10, Bottom Line—Trans- 


fer Cards. Change ‘‘twelve months to ‘‘six 
months. 
Irem III 

Page 10, New Amendment to Artiele III. 
Section 6—Dues and Assessments. Active 
members of this Society shall be excused from 
payment of annual dues and special assess- 
ments of this Society as long as they are on 
active duty with the Armed Forces of the 
United States. 


dues for the year in which they are inducted 


Said members shall pay the 


into service, but shall not pay the dues for 
the vear in which they are mustered out. 
Item IV 

Page 10, New Amendment to Article III, 
Section 6—Dues and Assessments. Active 
members of this Society who retire from prac- 
tice before the age of seventy and who derive 
no part of their income from the clinical prac- 
tice of medicine shall be excused from the pay- 
ment of annual dues or special assessments 
of this Society, provided they are similarly 
excused from the payment of dues and assess- 
ments of their component county society, and 
provided further that they shall file with the 
Secretary of this Society, on a form to be 
provided by said Secretary, an affidavit to 
that affect. 
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BOOK REVIEWS 


‘Principles of Internal Medicine’ Tinsley 
R. Harrison, M.D., Professor of Medicine, Uni- 
versity of Texas, Editor in Chief. pp. 1590, 
with 245 illustrations. Cloth. Price, $12.00. 
The Blakiston Company, Philadelphia, 1950. 


This represents a new approach in a text- 
book in internal mefiicine. There is a note- 
worthy attempt to summarize the known 
chemical, physiological, and psychological 
bases for disease, as well as its management. 
The 53 contributors are active medical teach- 
ers and investigators who write from experi- 
ence. The arrangement of the book is such 
that one must read two or more sections in 
order to get the total information offered on 
a given subject; e.g., a section on alterations 
of weight and a chapter on obesity are separ- 
ated by some 250 pages because of the organi- 


zational arrangement of the book. 


The major divisions of the text are: IL. 
Cardinal Manifestations of Disease; Il. Phy- 
siologie Considerations; Reactions to 
Stress and to Antigenic Substances; 1V. Meta- 
bolic and Endocrine Disorders; V. Disorders 
Due to Chemical and Physical Agents; VI. 
Diseases Due to Biologic Agents; and VII. 


Diseases of Organ Systems. 


There is an attempt to supply pertinent in- 
formation and to distinguish between trivia 
and essentials. For example, under pneumo- 
coceal infections it is pointed out that the 
time-honored clinical distinction between lo- 
bar and bronchopneumonia is of little moment. 
The etiologic agent is far more important than 
the anatomic distribution of the pneumonia. 

The increasing interest in disorders due 
to chemical and physical agents is attested by 
a division devoted thereto in this text. As a 
reference source for one interested in occu- 


pational diseases, this section is inadequate, 
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yet it represents a praiseworthy attempt to 
present something of the more important noxi- 
ous agents. 


In this single volume one ean find an amaz- 
ing amount of information in a condensed 
form. Examples are the sections on fluid and 


_electrolyte balance, the metabolic pathways 


followed by earbohydrates and other food- 
stuff, electrophysiology, allergy and immune 
mechanisms, hormones and hormonal disturb- 
ances, cardiovascular disorders and the hemo- 
poietic system. This text can be read with 
pleasure and profit by anyone interested in 


internal medicine. 


Textbook of Endocrinology. Edited by 
Robert H. Williams, M.D., Professor of Medi- 
cine, University of Washington Medical 
School, Seattle. With the collaboration of: 
Peter H. Forsham, Harry B. Friedgood, John 
Eager Howard, Edwin J. Kepler, William 
Locke, L. Harry Newburgh, Edward C. Reifen- 
stein, Jr., William W. Scott, George Van S. 
Smith, George W. Thorn, Lawson Wilkins. 
pp. 793, with 168 figures. Cloth. Price, $10.00. 
Philadelphia: W. B. Sanders Company, 1951. 


The editor has eleven collaborators, selected 
for their research and clinical experience in 
endocrinology. An important and useful as- 
pect of this textbook is the good summary of 
the physiology and chemistry of endocrine 
glands. There are excellent colored photo- 
graphs and photomicrographs illustrating the 
appearance of patients and histology of glands 


in various disease states. 


The approach is a eritical one. There is, 
for example, a clear distinction made between 
the clinical signs from excess thyrotropin and 
those from increased thyroid hormone. There 


are good summaries of results of various forms 
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of treatment in disorders of the endocrine 
glands. 

Also, this volume covers essential aspects 
of clinical interest too often not found in a 
textbook on endocrinology. Examples are a 
discussion of infertility in the male, and 
figures on life expectaney for diabeties under 
modern management. One section reviews the 
influence of glands upon growth and develop- 
ment. The reviewer considers the chapter on 
Psychodynamic Aspects of the Endoerino- 
pathies an outstanding contribution to good 
treatment of patients with disorders of glands 


of internal secretion. 


A Textbook of Gynecology. By Arthur Hale 
Curtis, M.D., Emeritus Professor and Chair- 
man of the Department of Obstetrics and 
Gynecology, Northwestern University Medical 
School, and John Willitm Huffman, M.D., As- 
sociate Professor of Obstetrics and Gyneco- 
logy, Northwestern University Medical School. 
Sixth edition. pp. 799. Cloth. Price, $10.00. 
Philadelphia: W. B. Saunders Company, 1951. 


Here is a sixth and new edition of this 
standard and well accepted text on the sub- 
ject. It is sound and well organized and, as 
is usual with Curtis, starts with the traditional 
and superior chapter on anatomy. 

The subject matter is carefully and com- 
pletely presented, not as a dictum from an 
authority whose word can not be questioned, 
but rather by practitioners of long standing, 
governed by their common sense and experi- 
ences over the years. 

Concerning the question of total versus 
supra-vaginal hysterectomy, one statement in 
the text, page 282, might be questioned: ‘‘It 
is probable that most cancers which develop 
in cervieal stumps are already present at the 
time of supra-vaginal hysterectomy either as 


hidden endocervical growths or as_ slowly 


Jury, 1951 


growing very early lesions of the external 
cervix.’’ 

On the whole, this reviewer feels that a 
‘Textbook Of Gynecology’ by Curtis and 
Huffman can be read with profit by any one 


interested in the subject. 


Diabetes Mellitus: Principles and Treatment. 
By Garfield G. Duncan, M.D. pp. 289, illus- 
trated, Cloth, Price, $5.75. Philadelphia: W. 


B. Saunders Company, 1951. 


Diabetes mellitus has become a very import- 
ant problem for the medical profession and 
the lay public. The widespread publicity 
given to the importance of finding the ‘‘ Mil- 
lion Hidden Diabetics’’ has alerted all of us 
to make more routine blood and urine examin- 
ations. The author, with the assistance of four 
collaborators, goes into great detail in present- 
ing the diabetic problem and it’s systematie 
control. The reader will find a thorough dis- 
cussion of the present day concepts of the 
disturbed physiology encountered in this dis- 
ease. The complete understanding of the 
physiology, physiological chemistry, path- 
ology, and nutrition are prerequisites in the 
clinical evaluation and management of this 


metabolie disturbance. 


The book is divided into nineteen chapters 
covering all the phases of diabetes. Of un- 
usual interest and practical value are the 
chapters on Insulin, Diabetic Coma, Preg- 
naney Complicating Diabetes, and The Dia- 
betie Child. References are given at the end 


of each chapter. 


Physicians will find this book a very useful 


cuide in the intelligent understanding and 
management of the diabetic patient. Medical 
students will also find this a complete text 


book on this subject. 
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Handbook of Pediatric Medical Emergen- 
cies. By Adolph G. DeSanctis, M.D. and 
Charles Varga, M.D. pp. 284 with 51 illustra- 
tions. Cloth. Price, $5.00. St. Louis: The 
C. V. Mosby Company, 1951. 


Handbooks are appearing in every spee- 
ialty. This handbook gives an outline of emer- 
gencies encountered in children ; the treatment 
is in outline form so that it is necessary for 
the doctor to have previous experience in the 
treatment outlined, An example in point is 
the suggestion on page 48, for using curare 
in the treatment of tetanus. The dose of 0.5 
to 0.75 ¢.e. of intocostrin (Squibb) intraven- 
ously, is suggested to be given over a 2-minute 
period. Actually the dose should be regulated 
according to the weight of the patient, because 
10 to 15 units given to a small child intra- 
venously will probably cause respiratory 
paralysis. If this happens, artificial respir- 
ation and oxygen together with prostigmine, 
will be necessary to antagonize the action of 
the curare. The same is true of the suggestion 
for the intramuscular use of erystacillin d- 
tubocurarine chloride in wax and_ oil 
(Squibb). An experienced anesthetist or one 
experienced in using the drug in spastic neuro- 
muscular conditions should be asked to handle 


the curare part of the treatment. 


Treatment of respiratory paralysis in polio- 
myelitis could have been made of more prac- 
tical value. 

The most valuable parts of the book are 
the illustrations of the various pediatrie pro- 
cedures associated with artificial respiration, 
restraint of patients, vein punctures, paracen- 
tesis of the various cavities, methods of ad- 
ministering oxygen, and many others. 

The tables of the Commercial Sources of 
Poisons, Poisons Generally Found in House- 
hold Articles, Useful Conversion Methods, and 


Normal Physical and Chemical Constants, are 


DELAWARE STATE MeEpIcaL JOURNAL 191 


of value. References are given at the end ot 
each chapter. 


Principles and Practice of Surgery. By 
Jacob K. Berman, M.D. pp. 1378, with 429 
illustrations. Cloth. Price $15.00. St. Louis: 
C. V. Mosby Company, 1950. 


This is an unusually well illustrated book 
for the up-to-date surgeon. However, the most 
interesting section is that which deals with 
the basie sciences as they are applied to the 
clinical practice of medicine and their cor- 
relation with the fundamental principles of 
surgery. The author very cleverly reminds 
the young surgeon, as well as the older one, 
that applied physiology and _ biochemistry 
must be added to his knowledge of embry- 
ology, anatomy, and pathology before he can 
formulate sound clinical judgment in etiology, 
diagnosis, prognosis, and treatment. 


The book is divided into five parts: Part 
I deals with Historical Information and 
Pathological Findings; Parts II and III— 
local Response and General Body Reactions 
to Injury; Part 1V—Tumors and Cysts, and 
Part V—Diseases and Injuries of Specific 
Organs and Systems. 

The chapters on Body Fluids, Acid-Base 
Balance, Hemmorhage, Shock, and Glands— 
Exocrine and Endocrine, are exeellent ex- 
amples of the concise and easily understand- 
able manner in which the basic seienees are 
correlated and translated into the practical 
interpretations of what is happening in the 


surgical patient. 


Complete lists of applicable references are 


given at the end of each chapter. 


This book will be found very useful by 
every student of surgery as well as the general 
practitioner who must, on many occasions, sus- 
pect a surgical emergency early and start the 
proper treatment until the surgeon arrives. 
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E. G. Laird, W. O. LaMotte, Sr., Charlies 
Maroney, E. M. Mayerberg, W. M. Pier- 
son, Edward ‘_~ O. N. Stern, H. 
H. Stroud, M. A. Tarumianz. 

Alternates Steven Barto- 
shesky, Joseph Beck, Allen Fleming, 
Mildred Forman, David J. King, A. G@. 
Lessey, Wm. T. McLane, Douglas San- 
ders, Paul Shaw, Roger B. Thomas, R. 
Oo. Y. Warren. 

Delegates (1951-52): N. L. Cannon, 
I. L. Chipman, Sr., J. A. Giles, A. Ih. 
Heck, Charles Levy, C. L. Munson, M. 
B. Pennington, J. C. Pierson, 8S. H. 
Stradley, Jr.. G. W. Vaughn, V. D. 
Washburn. 

Alternates (1951-52): V. Ander- 
son, R. E. Allen, ie Ww. Barnhart. J. 
M. Barsky, Jr.. W. W. Briggs, Italo 
Charamella, J. ‘A. Chrzanowski, 
Lawrence, F. A. Jones, C. P. Johnson, 
Resnick, F. 8S. Skura, H. A 
Tarrant. 


MEDICAL COUNCIL OF DELAWARE 

Hon. Charles S. Richards, President ; 
Joseph S. McDaniel, M. D., Secretary; 
Wallace M. Johnson. 


KENT COUNTY MEDICAL 
SOCIETY 


Meets First Wednesday 
R. Layton, Jr., President, Dover 
B. BAKER, Vice-President, Milford 
S. McDANIeL, JrR., Secretary-Treas- 
urer, Dover 
Councilors: C. J. Prickett, Smyrna 
and Wm. Marshall, Milford. 
Delegates: H. V. P. Wilson, Dover, 
and [. J. MacCollum, Wyoming. 
Alternates: J. S. MeDaniel, Dover, 
and H. W. Smith, Harrington. 


DELAWARE STATE DENTAL 
SOCIETY 


J. S. Mack, President, Seaford 

J. F. Maauire, Ist V. P., Wilmington 

H. L. KuRFirRsT, 2nd V. P., Wilming- 
ton 

JAMES KRYGIER, Secretary, Wilmington 
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mington 
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HEALTH 


J. D. Niles, M. D., President, Middle- 
town; I. J. MacCollum, Vice-President, 
Wyoming; C. E. Moore, D. D.S., Seere- 
tary, Seaford: C. M. Moyer, M. D., 
Laurel: Mrs. Edith R. Kendall, Wil- 
mington; Mrs. A. Louise Cochran, Mid- 
dletown, R1: Howard Stayton, 
M. D., Wilmington: Mrs. N. W. Voss, 
Wilmington. Fiovd I. Hudson, M. D., 
Executive Secretary, Dover. 

BOARD OF MEDICAL EXAMINERS 

J. S. McDaniel, President-Secretary ; 

. Bird, J. E. Marvil. G. A. Beatty. 


SUSSEX COUNTY MEDICAL 
SOCIETY 


Meets Second Thursday 
©. A. JAMES, President, Milford 
J. L. Fox, Vice-President, Seaford 
T. J. Topsin, Secretary-Treasurer, Mil- 
ton 

Councilors: J. W. Lynch, Seaford; 

C. Smoot, Georgetown. 

‘Delegates: Bruce Barnes, Seaford; 
D. L. Bice, eas A C. M. Moyer, 
Laurel; G. Van Valkenburgh, 
Georgetown. 
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L. Klingel, Rehoboth; A. C. Smoot, 
Georgetown; E. L. Stambaugh, Lewes. 

DELAWARE ACADEMY OF 
MEDICINE 
Open 10 A.M. to 5 P.M. 
B. M. ALLEN, M.D., President. 
w. Prerson, M.D. First Vice-Presi- 
ent. 
R. Wier, D.D.S., Second Vice- 

President. 

A. M. GenretT, M.D., Secretary. 
I. M. FLINN, M.D., Treasurer. 
E. C. SyvrovatKa, J. D., Librarian. 


DELAWARE PHARMACEUTICAL 
SOCIETY 


J. WALLACE Watson, President, Wil- 
mington. 

LANDIS WILSON, First Vice-President, 
Georgetown. 

NORMAN CHAMBERLAIN, Second Vice- 
President, Harrington. 

(GiROVER ASHTON, Third Vice-President, 


HARRY C. Secretary, Milford. 
ALBERT Dovaunerty, Treasurer, Wil- 
mington. 
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ALIDASE IN SURGERY 
Preoperative, Operative, Postoperative— 


The complicating factors of venous thrombosis and “worn-out” veins have frequently 
made intravenous fluid administration a difficult and uncomfortable procedure. 


The simplicity of subcutaneous fluid administration aided by Alidase (hyaluronidase) 
and the safety of this route make hypodermoclysis a valuable method for preoper- 
ative and postoperative fluid administration. 


During surgery, Alidase-facilitated hypodermoclysis often offers the distinct advan- 
tage of permitting injection at a site remote from the surgical field and eliminates 
the cumbersome arm board. G. D. Searle & Co., Chicago 80, Illinois. 
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YOU, Doctor, are the best judge, so 


BELIEVE IN 
YOURSELF! 


With so many claims made in cigarette advertising, 
most doctors prefer to judge for themselves. 
So, Doctor, won’t you make this simple test? 


Take a Puitie Morris— 
and any other cigarette, Then, 


Light up either one. Take a puff—don’t 
i, inhale—and s-l-o-w-l-y let the smoke 
come through your nose. 


Now do exactly the same thing with the 
2 e other cigarette. 


Then, Doctor...BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Ine. 
100 Park Avenue, New York 17, N. Y. 
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Vewspaper 
Printing 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 


PARKE 


Institutional Supplier 
Of Tho Teed 


COFFEE ‘TEAS 


SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia : Pittsburgh 


comes first with the baker 
where a “KNOWN bread is 
featured, Quality with us is 
never an accident but the 


result of good intention and 


... yet ride a bike and ice 
skate, and have learned to 
roller skate, skip, and walk 
down the steps foot-over- 
foot.”’ 

Marion Phillips, school girl, 
began wearing a Hanger 
Hip Control Leg at the age 
of 10. The correct fit and 
dependable performance of 
her Hanger Leg have en- 
abled Marion to take port 
in the normal activities of 
a teen-age girl. Her amaz- 
ing rehabilitation is not un- 
usual, others have been 
equally successful, and 
most Hanger wearers are 
able to return to a normal 
active life. 


HANGER 
334-336 N. 13th Street 
Philadelphia 7, Penn. 
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HANCE JOHN G. MERKEL 
HARDWARE CO. & SONS 


Wilmington, Laboratory—Snvalid Supples 


FRIGIDAIRE APPLIANCES 


EASY WASHERS PHONE 2-2516 
TOOLS 


BUILDERS’ HARDWARE 1208 King Street 


ilmingt { 
Tel. - Wilm. 5-6565 Wilmington, Delaware 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bidg. Del. Trust Bldg. 
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Baynard Optical 


Company e maintain 
prompt city-wide 


Prescription Opticians 
one delivery service 
for prescriptions 
Spectacles and Lenses 
According to Eye Physicians’ as 
Prescriptions 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
5th and Market Sts. : 
Wilmington, Delaware 

To keep 
Better Longer 
Quality Dairy Products use the 
1900 dependable friendly 


Services you find at 
your neighborhood 


GOLDEN GUERNSEY MILK 


Service 


DIAMOND 
Wilmington, Delaware Phone 6-8225 ea) Station 


x 


Geo. Carson Boyd 


For varicose veins, lymph 
stasis and other swollen 
at 216 Whst 10th Street or tag conditions. 
At relicble surgical appliance, 
drug and dept. stores everywhere. 
JOHN B. FLAHERTY CO., Inc., BRONX, NY. 


Since Marufacturers of Suraical Elastic Suprorts 


Phone: 4388 
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FOR HIGH-PROTEIN, 
LOW-FAT DIETS eeee 


Wie treatment calls for a soft, 


bland diet rich in proteins yet 
low in fat, Sealtest Cottage Cheese 
is a food you can recommend with 
confidence. 

A safe substitute for meat, Seal- 
test Cottage Cheese has a protein 
value equivalent to that of beefsteak. 
One-third cup oupiies 24.7% of the 


COTTACE CHEESE 


REAM ADODED 


normal daily protein requirement for 
men, 28.8% for women. 

Sealtest Cottage Cheese comes 
with or without cream added. All 
Sealtest milkmen and retail dealers 
carry Creamed Cottage Cheese. “Dry 
Curd” Cottage Cheese is available to 
hospitals and institutions in five- 
pound containers. 


DRUG SERVICE 


PHYSICIAN - PATIENT 


723 Market Street — 513 Market Street 


ECKERD'S 
DRUG STORES 


COMPLETE 


FOR 


BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 

SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
WILMINGTON, DELAWARE 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PREMIUMS 
COME FROM 


690 TO 


[ 53. 5,000.00 accidental death $8.00 
00 weekly indemnity, accident and sickness Quarterly 
10,000.00 accidental death $16.00 
0. 00 weekly indemnity, accident and sickness Quarterly 


15,000.00 accidentci death $24.00 
5.00 weekly indemnity, accident and sickness Quarterly 
20,000.00 accidental death $32.00 
100. 00 weekly indemnity, accident and sick- Quarterly 
ness 
ALSO HOSPITAL POLICIES FOR MEMBERS, 
AND CHILDREN AT SMALL ADDITIONAL cosT 


85c out of each $1.00 gross income used for 


members’ benefits 


$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Building @ Omaha 2, Nebraska 
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Enjoy instant, plentiful hot water 


With an Automatic Gas 
WATER HEATER 


For downright conven- 
ience, comfort and health 
of your family — you 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you’re 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you’re sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
"Tle Appresiates 


U.S. Savings Bonds 
Are Defense Bonds 


Buy Them Regularly! 
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DELAWARE ACADEMY OF 
GENERAL PRACTICE 


Announces a Postgraduate Course in 


ELECTROCARDIOGRAPHIC 
INTERPRETATION 


By Dr. George D. Geckeler and Associate. of the 
Cardiology Department, Hahnemann Medical 
College at the 


WILMINGTON GENERAL HOSPITAL 


Wednesdays 1:00 to 4:00 P. M. for 8 Sessions 
starting September 12, 1951 
This course is designed to give the General 
Practitioner intensive training in electrocardi- 
ography with emphasis on basic principles 


unipolar precordial and limb leads and clinical 
electrocardiography. 


Tuition. $50.00 
Registration Fee for Non-Members of 
A.A.G.P. $5.00 
CLASS LIMITED 
Apply to 
. Jesse Selinkoff, M.D. Education Chairman 
1305 New Road, Wilmington 5, Del. 


Garrett, Miller & 
Company 
Electrical Contracting 
Lighting 


Philco Distributor 
4th and Orange Sts. 


Wilmington Delaware 


A Store for... 


Quality Minded Folk 
Who are Th rift Conscious 


LEIBOWITZ‘S 


224-226 MARKET STREET 
Wilmington, Delaware 
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NO HOCUS-POCUS 


We should very much like to work magic. We should like to offer 


beauty in a jar to every woman who seeks it. In a modest way, we 


fulfill our ambition. Our cosmetics develop, enhance and preserve 
a woman’s natural charm. Cosmetics and Nature should and can be allies. 
Proper diet, regular hours, and a certain amount of exercise will reflect in 
your appearance. Proper cosmetics, regularly used and chosen with care, 
will take up the good work. The total effect is wonderful. For an abnormal 
skin condition, you should consult your physician. If your problem is to find 
just the right beauty preparations, consult the distributor of Luzier products 


in your community. 


Luzier's Tuc.. Makers of Fine Cosmetics and Perfumes 


Are Distributed In Delaware By: 


Meta Mitchell W. E. Overlees 
DISTRICT DISTRIBUTOR DIVISIONAL DISTRIBUTOR ; 
701 West 10th Street Wilmington 16, Delaware 401 Davidson Bldg. 
Phone 2-2502 Charleston, West Virginia 


cA “Private Hospital for the (Chronically IIl 
THE MARSHALL SQUARE SANITARIUM 


WEST CHESTER, PENNSYLVANIA 


Recognized by the American Medical Association, licensed by the State of Penn- 
sylvania, member of the American Hospital Association and of The American 
Association ot Private Psychiatric Hospitals. 

EVERETT SPERRY BARR, M. D., ‘Director 
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An example of sound three-dimensional structure is LACTUM, 
Mead’s evaporated whole milk and Dextri-Maltose® formula. 


1. Sixteen per cent of Lactum’s calories are supplied by milk 
protein—a generous allowance for growth and development. pean? 
2. Milk fat contributes 34% of the calories. . Mean Jounsom! bes 
3. Carbohydrates (lactose and Dextri-Maltose) supply 50% of the : ‘ 
calories —to provide generously for energy, permit proper 
metabolism of fat, spare protein for tissue-building functions. 


MIE ADS 


Authoritative pediatric recommendations support this caloric 
distribution. And cow’s milk and Dextri-Maltose formulas — ginply add water. A 1:1 
with these approximate proportions have been successfully dilution of Lactum provides 
used in infant feeding for forty years. 20 calories per fluid ounce. 
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